Occupational stress, social problem solving, and burnout among mental health professionals in HIV/AIDS care by Huey, Solam Tsang
                               
 
 
 
 
 
 
 
 
 
Occupational Stress, Social Problem Solving, and Burnout among Mental Health 
Professionals in HIV/AIDS Care 
 
A Thesis 
Submitted to the Faculty  
of  
Drexel University  
by  
Solam Tsang Huey 
in partial fulfillment of the  
requirements for the degree  
of  
Doctor of Philosophy  
May 2007 
 
                               
 
 
 
 
 
 
 
 
 
 
 
 
 
© Copyright 2007 
Solam Tsang Huey.  All Rights Reserved. 
 
 
 
 
 
 
 
 
 
 
 
 
 
ii 
 
 
 
 
DEDICATIONS 
 
 
 
 To my dearest husband, Eddie, for being my better half and guiding light, and for 
being an infinite source of love, laughter, support, and fortitude throughout this journey.  
 To my parents, for their unconditional love, and for giving me the opportunity to 
realize my dreams.   
 
 
iii 
 
 
 
 
ACKNOWLEDGMENTS 
 
 
 
 I would like to acknowledge the support from a number of people, without which 
the completion of this dissertation would not have been possible. I would like to thank the 
members of the National Association of Social Workers, Society of Behavioral Medicine, 
Maryland AIDS Administration, and Whitman-Walker Clinic who voluntarily 
participated in this dissertation research. I also want to acknowledge and sincerely thank 
my committee members Arthur M. Nezu, Ph.D., ABPP, Pamela A. Geller, Ph.D., David 
Rubenstein, Psy.D., MSW, and Richard W. Goldberg, Ph.D. for their time, contributions, 
and valuable insights. I especially want to thank Richard W. Goldberg, Ph.D. for 
educating me on the challenges and rewards involved in working with HIV/AIDS 
individuals as a mental health professional, and for his unconditional support and 
encouraging emails. Lastly, I want to express my appreciation and gratitude to Christine 
Maguth Nezu, Ph.D., ABPP, my dissertation chair, for the many years of mentorship and 
commitment to my graduate training.  
 
 
iv 
 
 
 
 
TABLE OF CONTENTS 
 
 
 
LIST OF TABLES............................................................................................... viii 
 
LIST OF FIGURES ............................................................................................... ix 
 
ABSTRACT.............................................................................................................x 
 
1. INTRODUCTION .............................................................................................1 
 
1.1. The Human Immunodeficiency Virus/Acquired Immunodeficiency  
  Syndrome (HIV/AIDS)...............................................................................1 
 
1.1.1. Epidemiology of HIV/AIDS......................................................1 
 
1.1.2. Treatment of HIV/AIDS: Highly Active Antiretroviral  
 Therapy ......................................................................................3 
 
1.1.3. Psychosocial Issues across the Spectrum of HIV Disease.........5 
 
1.2. Professional Burnout and HIV/AIDS .........................................................7 
 
1.2.1. Theory of Burnout Syndrome: A Response to Occupational  
 Stress ..........................................................................................7 
 
1.2.1.1. History and Theoretical Perspectives....................7 
 
1.2.1.2. Consequences of Burnout ...................................10 
 
1.2.2. Occupational Stress and Burnout among Mental Health  
 Professionals ............................................................................11 
 
1.2.2.1. Burnout in Psychologists ....................................14 
 
1.2.2.2. Burnout in Social Workers..................................15 
 
1.2.2.3. Burnout in Case Managers..................................16 
 
1.2.2.4. Burnout in Psychotherapists ...............................17 
 
1.2.2.5. Burnout in Other Mental Health  
   Professionals .......................................................19 
 
 
 
v 
 
 
 
 
 
1.2.3. Burnout among Health and Mental Health Professionals in  
 HIV/AIDS Care .......................................................................21 
 
1.2.3.1. Professional Challenges in HIV/AIDS Care.......21 
 
1.2.3.2. Burnout among Health Professionals..................23 
 
1.2.3.3. Burnout among Mental Health Professionals .....26 
 
1.3. Moderators of Burnout .............................................................................28  
 
1.3.1. Social Support..........................................................................28 
 
1.3.2. Coping Skills............................................................................31 
 
1.4. Theoretical Models of Stress and Coping.................................................36 
 
1.4.1. Transactional Model of Stress .................................................36 
 
1.4.1.1. Transactional Model of Work Stress ..................38 
 
1.4.2. Social Problem Solving Model ................................................39 
 
1.4.2.1. Overview.............................................................39 
 
1.4.2.2. Comparison with Transactional Model of  
  Stress ...................................................................40 
 
1.4.2.3. The Social Problem Solving Process ..................42 
 
1.4.2.4. Empirical Support ...............................................45 
 
1.5. Social Problem Solving Ability as a Moderator of Occupational  
  Stress and Burnout ....................................................................................50 
 
1.5.1. Study Objectives and Hypotheses............................................51  
 
2. METHOD ........................................................................................................54 
 
2.1. Participants ...............................................................................................54 
 
2.1.1. Inclusion Criteria .....................................................................54 
 
2.1.2. Exclusion Criteria ....................................................................54 
 
 
vi 
 
 
 
 
 
2.1.3. Description of the Sample........................................................55 
 
2.2. Design and Procedure ...............................................................................58 
 
2.3. Study Measures.........................................................................................62 
 
2.3.1. Demographic and Professional Information ............................62 
 
2.3.2. Life Stress ................................................................................63 
 
2.3.3. Occupational Stress..................................................................64 
 
2.3.4. Social Problem Solving Ability ...............................................65 
 
2.3.5. Professional Burnout................................................................66 
 
2.4. Data Analysis............................................................................................67 
 
3. RESULTS ........................................................................................................72 
 
3.1. Preliminary Analyses................................................................................72 
 
3.1.1. Descriptive Summary of Independent and Dependent  
 Variables under Investigation ..................................................72 
 
3.1.2. Potentially Confounding Variables..........................................73 
 
3.2. Relationships between Occupational Stress, Social Problem  
  Solving Ability, and Burnout....................................................................75 
 
3.3. The Impact of Occupational Stress and Social Problem Solving  
  Ability on Burnout ....................................................................................78  
 
3.3.1. Prediction of Burnout from Occupational Stress and  
 General Social Problem Solving Ability..................................78 
 
3.3.2. Prediction of Burnout from Occupational Stress and  
 Social Problem Solving Components ......................................80 
 
3.3.2.1. Positive Problem Orientation (PPO)...................81 
 
3.3.2.2. Negative Problem Orientation (NPO).................81 
 
3.3.2.3. Rational Problem Solving (RPS) ........................82 
 
 
vii 
 
 
 
 
 
3.3.2.4. Impulsivity/Carelessness Style (ICS) .................83 
 
3.3.2.5. Avoidance Style (AS) .........................................84 
 
4. DISCUSSION..................................................................................................86 
 
4.1. Summary of Results..................................................................................87 
 
4.1.1. Levels of Occupational Stress, Social Problem Solving  
 Ability, and Burnout ................................................................87 
 
4.1.2. Potentially Confounding Variables..........................................90 
 
4.1.3. Relationships between Occupational Stress, Social  
 Problem Solving Ability, and Burnout ....................................91 
 
4.1.3.1. Occupational Stress and Burnout........................91 
 
4.1.3.2. Social Problem Solving and Burnout..................93 
 
4.1.3.3. Social Problem Solving as a Moderator of  
 Burnout ...............................................................97 
 
4.2. Implications of Findings ...........................................................................99 
 
4.3. Study Limitations....................................................................................103 
 
4.4. Suggestions for Future Research ............................................................108 
 
5. SUMMARY AND CONCLUSIONS ............................................................111 
 
LIST OF REFERENCES.....................................................................................114 
 
APPENDIX A: TABLES.....................................................................................127 
 
APPENDIX B: FIGURES ...................................................................................144 
 
VITA....................................................................................................................145 
 
 
viii 
 
 
 
 
LIST OF TABLES 
 
 
 
1. Descriptive Summary of Participant Demographic and Professional  
 Information (N = 78)......................................................................................127 
  
2. Intercorrelations between Independent Variables of Interest and  
 Corresponding Interaction Terms (Pre- and Post-Centered) .........................130 
 
3. Descriptive Summary of Independent and Dependent Variables under  
 Investigation...................................................................................................131 
 
4. Intercorrelations between Continuous-Scaled Potentially Confounding  
 Variables, Occupational Stress, Social Problem Solving Ability, and  
 Burnout ..........................................................................................................132 
 
5. Relationships between Nominal-Scaled Potentially Confounding  
 Variables and Burnout ...................................................................................133 
 
6. Intercorrelations between Occupational Stress, Social Problem Solving  
 Ability, and Burnout ......................................................................................134 
 
7. Intercorrelations between Occupational Stress, Social Problem Solving  
 Ability, and Burnout (untransformed variables)............................................136 
 
8. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and General Social Problem Solving Ability in the Prediction of Burnout  
 (N = 78)..........................................................................................................138 
 
9. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Positive Problem Orientation in the Prediction of Burnout (N = 78) .....139 
 
10. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Negative Problem Orientation in the Prediction of Burnout (N = 78)....140 
 
11. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Rational Problem Solving Style in the Prediction of Burnout (N = 78) .141 
 
12. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Impulsivity/Carelessness Style in the Prediction of Burnout (N = 78)...142 
 
13. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Avoidance Style in the Prediction of Burnout (N = 78)..........................143 
 
 
ix 
 
 
 
 
LIST OF FIGURES 
 
 
 
1. Regression Lines Depicting Emotional Exhaustion Scores (MBI-EE)  
 as a Function of the Interaction between Occupational Stress  
 (MHPSS total score) and Impulsivity/Carelessness Style (ICS) ...................144 
 
 
 
x 
 
 
 
 
ABSTRACT 
Occupational Stress, Social Problem Solving, and Burnout among Mental Health 
Professionals in HIV/AIDS Care 
Solam Tsang Huey 
Christine Maguth Nezu, Ph.D., ABPP 
 
 
 
The burnout syndrome is a multidimensional process consisting of emotional exhaustion, 
depersonalization, and reduced personal achievement affecting health and service 
workers. Mental health professionals have particular vulnerabilities to occupational stress 
and burnout due to the nature of their work, and those who work with HIV/AIDS 
individuals are believed to face additional demands. The current study had three 
objectives: 1) To examine the relationships between occupational stress, social problem 
solving ability, and burnout among mental health professionals who work with 
HIV/AIDS individuals; 2) To predict the dimensions of burnout from occupational stress 
and social problem solving ability, and; 3) To examine whether social problem solving 
ability moderates the effects of occupational stress on burnout. Following Dillman’s 
Tailored Design Method, a mail survey measuring demographic and professional 
information, negative life stress, occupational stress, social problem solving ability, and 
burnout was sent to a heterogeneous group of 200 mental health professionals working 
with HIV/AIDS individuals. The total return rate was 63% (n = 126), with 39% (n = 78) 
meeting study inclusion criteria. Results indicated that occupational stress significantly 
correlated with emotional exhaustion and depersonalization, while social problem solving 
ability significantly correlated with all three dimensions of burnout. Occupational stress 
predicted emotional exhaustion and depersonalization even after controlling for 
demographic, professional, and negative life stress factors. Social problem solving ability 
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predicted only personal accomplishment above and beyond demographic, professional, 
negative life stress, and occupational stress factors. Lastly, social problem solving ability 
did not moderate the relationship between occupational stress and burnout, suggesting 
that more effective problem solving may not buffer against burnout under higher levels of 
occupational stress. However, there may be some benefits to using an impulsive response 
style in decreasing emotional exhaustion. Results suggest that evaluating mental health 
professionals’ social problem solving ability in addition to occupational stress may allow 
for better identification of those who may be at risk of burnout. Implications of findings, 
study limitations, and suggestions for future research are discussed.  
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1. INTRODUCTION 
1.1. The Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome 
(HIV/AIDS) 
 
The human immunodeficiency virus (HIV) infection is a global pandemic, 
causing disease and death in nearly every country in the world (American Psychiatric 
Association [APA], 2000). HIV-1 is the strain of the virus that causes disease in most of 
the world, including the United States. HIV is a human retrovirus capable of producing 
profound immune deficiency by gradually destroying T-helper (CD4) lymphocytes; thus, 
inhibiting the body’s ability to fight-off many diseases. Infection with HIV can result in a 
cluster of symptoms that are recognized as the Acquired Immunodeficiency Disease 
Syndrome (AIDS). In the United States, a person is not considered to have AIDS until he 
or she meets a definition adopted in 1993 by the Centers for Disease Control and 
Prevention (CDC). According to this definition, a person’s T-helper lymphocyte blood 
count must fall below 200 and the person must have had one or more opportunistic 
infections associated with AIDS (American Psychological Association [APA], n.d.). 
Several of the most common AIDS-associated opportunistic infections are pneumocystis 
carinii pneumonia (PCP), Kaposi’s sarcoma (KS), cytomegalovirus, candida (thrush), and 
gynecological problems such as chronic yeast infections and cervical cancer (APA, n.d.). 
For a more detailed list of AIDS-defining conditions that can emerge with advancing 
immunosuppression, please refer to APA (2000).  
1.1.1. Epidemiology of HIV/AIDS 
The AIDS epidemic in the United States first appeared in 1981. According to the 
2005 HIV/AIDS Surveillance Report from the CDC, the estimated HIV infection rate 
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was 20.2 per 100,000. The number of new HIV/AIDS cases increased from the end of 
2004 (35,066 cases) through the end of 2005 (38,096 cases), with an estimated 476,095 
persons living with HIV/AIDS in the 33 areas with confidential name-based HIV 
reporting. According to the number of reported AIDS cases through 2005, these 33 areas 
represent approximately 63% of the epidemic in the United States. Of the persons living 
with HIV/AIDS, about 47% were Black, 34% White, 17% Hispanic, and less than 1% 
each was American Indian/Alaska Native or Asian/Pacific Islander. Approximately 73% 
of the adults and adolescents living with HIV/AIDS were male, and the most prevalent 
(21%) age group was 40 to 44 years. It is estimated that about 1 in 300 Americans are 
currently infected with HIV (APA, 2000). 
HIV is spread primarily by unprotected sexual intercourse irrespective of gender 
or sexual orientation, sharing of non-sterile injection equipment for medical or illicit 
purposes, and from an infected mother to an infant (in utero during pregnancy, 
perinatally, or through breast-feeding). Unprotected sexual intercourse is the most 
common risk factor for HIV infection, accounting for 73% (44% via male-to-male 
contact, 29% via heterosexual contact) of HIV transmissions among the estimated 
HIV/AIDS cases through 2005 (Center for Disease Control and Prevention [CDC], 
2005). Injection drug use is the second most common risk factor, and injection drug users 
accounted for approximately 20% of the estimated HIV/AIDS cases (CDC, 2005). It has 
been estimated that there are more than 1.5 million injection drug users in the United 
States (APA, 2000). Of the estimated 6,109 child HIV/AIDS cases, 90% were infected 
via vertical transmission (CDC, 2005).  
 
 
3   
                           
 
 
 
1.1.2. Treatment of HIV/AIDS: Highly Active Antiretroviral Therapy  
The widespread use of highly active antiretroviral therapy (HAART) in the 
United States during 1996, and the subsequent revised standards of care for the treatment 
of HIV infection, has improved treatment effectiveness, increased survival for individuals 
infected with HIV, and potentially decreased the development of viral resistance. 
Treatment is accomplished through numerous combinations of antiretroviral agents from 
four classes of medications: nucleoside analogue reverse transcriptase inhibitors, non-
nucleoside reverse transcriptase inhibitors, protease inhibitors, and the newest class of 
nucleotide analogues (APA, 2000). Guidelines for the use of antiretroviral agents in HIV-
infected adults and adolescents are available from the U.S. Department of Health and 
Human Services’s (DHHS) HIV/AIDS Treatment Information Service 
(http://aidsinfo.nih.gov).  
The current goal of antiretroviral therapy is to reduce viral load to undetectable 
levels and maintain such remission without interruption. The therapies suppress viral 
replication but do not eradicate HIV from all parts of the body (i.e., particularly lymphoid 
tissues and the brain). Therefore, HIV is a chronic disease that needs to be actively 
managed. Although current antiretroviral therapies are deemed effective, not all patients 
who initiate antiretroviral therapy respond due to the experience of substantial side 
effects of these medications. Adverse effects include lipodystrophy (fat redistribution 
syndromes), hyperlipidemia, nephrotoxicity, bone marrow suppression, neuropathy, and 
elevation of glucose to possible diabetes mellitus-causing levels (APA, 2000). However, 
it is the experience of the more immediate side effects of nausea, diarrhea, sleep 
disturbance, fatigue, and rashes/dermatologic conditions that often lead to problems with 
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adherence, suboptimal treatment potency, and genetic mutation of HIV strains (APA, 
2000). Additionally, the cost of antiretroviral drugs is quite expensive (about $12,000 per 
year for a single individual), and the long-term health consequences of these agents are 
unknown (APA, 2000).  
Antiretroviral treatment adherence is of utmost concern due to the rigid treatment 
regimens. Even minor deviations from the prescribed regimen can result in viral 
resistance and permanent loss of efficacy for existing medications. Studies of 
antiretroviral treatment continue to indicate that near-perfect adherence is needed to 
adequately repress viral replication (APA, 2000). Without nearly perfect adherence, HIV 
can quickly mutate, leading to the development of drug-resistant strains of the virus and 
rendering treatment ineffective. Cross-resistance is a significant problem since resistance 
to a drug can be generalized to other drugs in the same class of medications (APA, n.d.). 
Of additional concern, drug resistant strains of HIV from persons who are non-adherent 
to multiple drug therapy can be transmitted to others who cannot then benefit from 
available antiretroviral agents (APA, n.d.; APA, 2000). 
The HIV/AIDS epidemic is driven by high-risk behaviors that are often associated 
with psychiatric disorders (Angelino & Treisman, 2001; Treisman, Angelino, & Hutton, 
2001), which may have existed prior to an HIV diagnosis or during the course of living 
with the disease. Left untreated, psychiatric disorders in HIV-infected individuals (e.g., 
major depression, bipolar disorder, personality disorders, substance use and dependence 
disorders) could be major barriers to effective HIV treatments by provoking high-risk 
behaviors and demoralization (Angelino & Treisman, 2001; Treisman et al., 2001), as 
well as undermining secondary disease prevention efforts. The prevalence rates of 
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psychiatric disorders vary widely among HIV-infected persons seeking mental health 
services. Comparatively higher rates have been documented for depression (60%), 
dysthymic disorder (25%), anxiety disorders (25%), and co-morbid substance use 
disorders (50%), which are more reflective of persons receiving care from community 
mental health clinics (APA, 2000).  
1.1.3. Psychosocial Issues across the Spectrum of HIV Disease 
The HIV disease encompasses a number of psychosocial issues facing individuals 
living with HIV/AIDS, and these issues can have a significant impact on their mental 
health. HIV-related events that can be psychologically devastating for the HIV-infected 
individual include, but not limited to, (a) receiving an initial diagnosis of HIV; (b) 
making decisions to initiate treatment and disclose HIV status; (c) declining CD4 cell 
counts and increasing HIV viral load; (d) recognizing the onset of HIV-related 
symptoms; (e) loss of employment and social supports due to HIV-related reasons; (f) 
developing opportunistic illnesses; (g) receiving an AIDS diagnosis; and (h) being in the 
advanced stages of the disease (APA, n.d.). Of particular significance is the decision 
regarding disclosure of HIV status, which can be an emotionally charged subject that is 
often accompanied by issues of stigma, shame, vulnerability to violence, loss of social 
and intimate relationships, and fear of loss of employment. HIV-related stigmatization is 
a major factor in limiting HIV patients’ use of social supports as coping resources due to 
their fears of discrimination, ostracism, isolation, and abandonment, which can often lead 
to victim blame and psychological distress. Living with HIV is further complicated by 
other socially stigmatizing characteristics of the groups most afflicted by the epidemic. 
Homosexuality, drug abuse, poverty, and minority group membership are all 
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characteristics that carry significant social adversities prior to the HIV epidemic and have 
now become associated with HIV/AIDS. As HIV-infected individuals approach the 
symptomatic and advanced stages of their disease, issues related to disability, 
neurocognitive decline, and fears of mortality will become more salient. Collectively, 
these psychosocial issues are a source of chronic stress that often leads to poor 
adjustment and the development, or exacerbation, of social and mental health problems. 
Hence, the use of social or community services, crisis interventions, and combined 
mental health treatments are often essential in the comprehensive treatment of 
HIV/AIDS.  
The complex and chronic nature of HIV/AIDS poses multiple challenges for both 
medical and mental health professionals treating individuals with this disease. It has been 
documented that many health care professionals find working with these individuals to be 
both physically and emotionally difficult (Scott & Hilliard, 1992), and that over time, can 
lead to the experience of occupational stress and burnout (Bellani et al., 1996; Bennett, 
Ross, & Kelaher, 1993; Gueritault-Chalvin, Kalichman, Demi, & Peterson, 2000). 
Research has suggested that burnout is a serious problem in the area of HIV/AIDS care 
(Bennett & Kelaher, 1994; Bennett, Kelaher, & Ross, 1994a, 1994b).  This is particularly 
true for mental health professionals (Bennett, Ross, et al., 1993), such as psychiatrists, 
psychologists, psychotherapists, social workers, and case managers. Given the numerous 
psychosocial issues affecting the HIV-infected individual over the course of the disease, 
mental health professionals have increasingly occupied important roles in the 
comprehensive treatment of HIV. From treating co-morbid psychiatric illnesses, to 
helping HIV/AIDS individuals discover more effective ways to cope with medical and 
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psychosocial stressors, and to addressing various social and economic needs, mental 
health professionals are in key positions to help HIV-infected individuals maximize their 
quality of life while living with this chronic and often debilitating disease.  
1.2. Professional Burnout and HIV/AIDS 
 Due to the medical and psychosocial complexities of HIV/AIDS, health and 
mental health professionals are often faced with multiple challenges when working with 
individuals with this disease, which may make them more vulnerable to occupational 
stress and burnout.  As such, an understanding of the burnout concept is warranted. The 
following sections will provide a review of the burnout theory and the existing literature 
on burnout with respect to mental health professionals and professionals involved in 
HIV/AIDS care.  
1.2.1. Theory of Burnout Syndrome: A Response to Occupational Stress 
 1.2.1.1. History and theoretical perspectives.  The term burnout was first 
described in the literature by Freudenberger (1974), who identified a state of fatigue and 
frustration arising from unrealistic and excessive demands on the personal resources of 
health and service workers (Maslach, 1982). Freudenberger suggested that a person 
attempting to achieve unrealistic expectations, whether imposed socially or internally, 
may become exhausted both physically and mentally (Miller, 1995). At about the same 
time, Maslach was studying the ways in which people coped with emotional arousal on 
the job (Maslach & Schaufeli, 1993). Maslach and colleagues originally defined burnout 
as a syndrome of physical and emotional exhaustion, involving the development of a 
negative self-concept, negative job attitudes, and loss of concern and positive feeling 
toward clients (Maslach, 1976; Pines & Maslach, 1978). This definition was later 
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modified to distinguish the three dimensions of the burnout syndrome (Maslach & 
Jackson, 1981a). A search of the burnout literature suggests that there is no standard 
definition of burnout, but much of the research focuses on the theoretical perspectives of 
Maslach and Jackson (1981a) (Collins & Long, 2003). Despite the variable definitions of 
burnout employed in the literature, these definitions all share a common reference to the 
potential complications of ineffective efforts to cope with overwhelming occupational 
stress (McDaniel, Farber, & Summerville, 1996).  
A number of researchers (e.g., Bennett, Michie, & Kippax, 1991; Visintini & 
Campanini, 1996; Miller, 1995) have cited various models proposed to describe the 
syndrome, state, or process of burnout. The most influential was Maslach and Jackson’s 
(1981a) attributional/environmental model of burnout, which focuses on burnout being 
the result of the relationship between individual and environmental factors. This model 
and the corresponding measure, Maslach Burnout Inventory (MBI; Maslach & Jackson, 
1981b), is the most widely used in burnout research. Maslach and Jackson operationally 
defined burnout as a debilitating psychological condition that can occur among 
individuals who work with other people in some capacity (Maslach, 1982, 1993). It is a 
response to the chronic emotional strain of dealing extensively with other human beings, 
particularly when they are troubled or having problems. In this sense, burnout is regarded 
as an outcome of stressful working conditions (Farber, 1983), or the prolonged process of 
attempting to cope with occupational demands (Maslach & Jackson, 1981a).   
According to Maslach and Jackson’s (1981a) conceptualization, burnout is a 
multidimensional process with three central constructs: emotional exhaustion, 
depersonalization, and reduced personal accomplishment. Emotional exhaustion refers to 
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feelings of being emotionally overextended and depleted of one’s emotional resources by 
one’s work. Depersonalization refers to a negative, callous, excessively detached or 
dehumanized response to other people, who are usually the recipients of one’s services or 
care. Reduced personal accomplishment refers to feelings of incompetence, lack of 
productivity and successful achievement in one’s work, and negative self-worth. A high 
degree of burnout is represented by high emotional exhaustion, high depersonalization, 
and low personal accomplishment (Maslach, Jackson, & Leiter, 1996).   
Maslach and Jackson’s burnout model depicts distinct predictors of burnout, 
which include both demands of work and the lack of various resources (Maslach et al., 
1996). The model asserts that the development of depersonalization is related to the 
experience of emotional exhaustion (i.e., emotional exhaustion is seen as mediating the 
environment’s relationships with depersonalization); thus, these two aspects of burnout 
are believed to be correlated (Maslach et al., 1996). The third dimension of burnout, 
reduced personal accomplishment, is believed to be separate and independent of the two 
other burnout dimensions (Maslach, 1993), and may develop in parallel with emotional 
exhaustion (Maslach et al., 1996). However, burnout remains an unclear concept despite 
the large body of research (Söderfeldt, Söderfelt, & Warg, 1995). While the argument 
remains unresolved as to whether emotional exhaustion causes depersonalization, which 
in turn creates diminished personal accomplishment, others have viewed the three 
dimensions as interacting dynamically in some way (Collins & Long, 2003). 
Although it has some of the same deleterious effects as other stress responses, 
burnout is unique in that the stress arises from the social interaction between helper and 
recipient (Maslach, 1982; Buunk & Schaufeli, 1993), or specifically, the continual giving 
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relationship from the helping professional. Close interaction with clients, excessive 
demands, time pressure, and job-related stress can lead to severe reactions of burnout 
(Bellani et al., 1996). Thus, burnout can be considered as the result of chronic 
occupational stress occurring principally in professional contexts where work demands 
lead to psychological debilitation and depletion of personal resourcefulness (Pines & 
Maslach, 1978; Maslach, 1982; Gueritault-Chalvin et al., 2000; Visintini & Campanini, 
1996). Burnout threatens to undermine the efforts toward effective health care, and it has 
become a problem of increasing public and professional concern (Farber & Heiftz, 1982). 
 1.2.1.2. Consequences of burnout. Burnout can have a number of deleterious 
effects on one’s physical, psychological, social, and occupational functioning. It has been 
found to relate to low worker morale, impaired work performance, reduced productivity, 
absenteeism, adverse interpersonal relations with clients, negative attitudes toward 
work/lower job satisfaction, high job turnover, lower quality of life, and poorer health 
and psychological well-being (Maslach, 1979; Maslach & Jackson, 1981a; Rabin, 
Feldman, & Kaplan, 1999). In a comprehensive review of the empirical research on the 
symptoms of burnout, Kahill (1988) identified five categories of symptoms: physical 
(e.g., fatigue, sleep difficulties, somatic problems, gastrointestinal disturbances, colds and 
flu), emotional (e.g., irritability, anxiety, depression, emotional numbness, guilt, 
boredom, and cynicism), behavioral (e.g., aggression, callousness, pessimism, increased 
alcohol and drug use), work-related (e.g., resigning from work, poor work performance, 
absenteeism, tardiness, misuse of work breaks), and interpersonal (e.g., inability to 
communicate effectively, withdrawal from clients or colleagues, dehumanized and 
intellectualized interactions). A number of medical (e.g., ulcers, gallbladder, 
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cardiovascular, and kidney disorders) and psychiatric (e.g., depression and anxiety) 
conditions have also been linked to burnout (Kahill, 1988; Horstman & McKusick, 1986; 
Bellani et al., 1996; Dorz, Novara, Sica, & Sanavio, 2003). Further consequences of 
ongoing occupational stress and burnout among health professionals include reduced 
quality of care and high reports of mortality (Gray-Toft & Anderson, 1981). Aside from 
the detrimental effects of burnout within the workplace, these effects can spill over into 
the professional’s personal life, thus affecting his or her social/family functioning. 
Collectively, these findings suggest that occupational stress and burnout, if left 
unchecked, can negatively impact professional well-being and may lead to professional 
impairment. Burnout has been identified as a significant problem in health care 
professionals who work in chronic and critical care (Gueritault-Chalvin et al., 2000), such 
as HIV, oncology, surgery, and intensive care (Miller, 1995; Visitini & Campanini, 1996; 
Bennett et al., 1991; Kleiber, Enzmann, & Gusy, 1993; Catalan et al., 1996). Even more 
so, it is a significant problem facing mental health professionals because of the very 
nature of their work in dealing with emotionally troubled persons often over extended 
periods of time (Moore & Cooper, 1996).   
1.2.2. Occupational Stress and Burnout among Mental Health Professionals 
It is well known that mental health professionals work in emotionally demanding 
environments, making them vulnerable to occupational stress and burnout. The 
interpersonal contact characterized by mental health work is often emotionally charged 
with feelings of tension, anxiety, hopelessness, embarrassment, fear and sometimes even 
hostility (Rabin et al., 1999). There is growing evidence to indicate that mental health 
professionals by the nature of their work have particular vulnerabilities to stress, with 
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prolonged stress having the potential to cause detrimental effects that can negatively 
impact service delivery and quality of care. Mental health professionals are represented 
by a number of disciplines, including psychiatrists, psychologists, counselors, mental 
health social workers, psychiatric nurses, and occupational therapists (Leiter & Harvie, 
1996), as well as those who specialize in the area of psychotherapy (Rabin et al., 1999). 
As the definition of mental health expands, more human service providers may be 
considered to provide mental health services (Leiter & Harvie, 1996).  
Although the burnout experience is an occupational hazard specific to a variety of 
human service occupations (Cox & Leiter, 1992; Maslach & Jackson, 1986), mental 
health professionals may face an additional burden beyond organizational stressors when 
compared with other health professionals. The severe emotional exhaustion and 
psychological tension that are often experienced are also believed to be qualitatively 
different from that associated with other organizational stressors (Moore & Cooper, 
1996). Overriding common factors leading to burnout in mental health professionals are 
their constant dealing with the emotional pain of others, their ongoing challenges of 
setting appropriate boundaries in their professional interactions, as well as their non-
reciprocated constant attentiveness to clients’ problems and needs (Rabin et al., 1999).  
Pines and Maslach (1978) evaluated the characteristics of staff burnout among 76 
staff members in various mental health facilities. Participants included psychiatrists, 
psychologists, nurses, social workers, attendants, and volunteers. Their preliminary 
studies suggest that the incidence of burnout is often very high in health and social 
services professions. They found that heavy workloads and higher percentage of patients 
with schizophrenia in the clinic population correlated with mental health staff’s 
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heightened job dissatisfaction. Staff members who participated in this survey also spent 
more time in administrative duties and recommended pharmacological rather than 
psychological interventions for such problems as suicide attempts by patients, both of 
which suggest the use of avoidance strategies. Pines and Maslach found that, in general, 
staff members who had been working in the mental health field longer also experienced 
less enjoyment working with patients, felt less successful with them, and had less 
humanistic attitudes toward mental illness. These findings suggest clear indications of 
burnout. When staff members had less seriously ill patients and fewer work hours, they 
expressed more positive attitudes about the institution as a whole, enjoyed their work 
more and felt successful at it, and listed self-fulfillment as their primary reason for being 
in a mental health field. Similarly, Shinn, Rosario, Mørch, and Chestnut’s (1984) survey 
of mental health practitioners found that the job stressor most frequently identified across 
various institutions was poor job design, involving conditions such as excessive workload 
and role conflict. The lack of positive reinforcement or recognition for good work was 
reported by 44% of the mental health professionals in this survey as a source of job 
dissatisfaction and stress. Collectively, these studies suggest that the experience of 
occupational stress and burnout in mental health professionals appear to be most evident 
in work situations that inhibit mental health professionals’ capacity to realize their value 
through their work.   
 Studies to date have found high occupational stress and burnout levels in specific 
mental health professional groups, including psychiatrists, psychologists, social workers, 
psychiatric nurses, and case managers.  
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1.2.2.1. Burnout in psychologists. Studies have found that the level of stress and 
dysfunction among clinical psychologists is high. Ackerley, Burnell, Holder, and Kurdek 
(1988) examined the extent of burnout and its correlates in a national sample of 562 
licensed, doctoral-level, practicing psychologists employed primarily within human 
service settings using the MBI. They found that more than one third of the sample 
reported experiencing high levels of both emotional exhaustion and depersonalization. 
This is consistent with the findings of Snibbe, Radcliff, Weisberger, Richards, and Kelly 
(1989). The modal burned-out clinician in Ackerley et al’s sample was young, had a low 
income, engaged in little individual psychotherapy, experienced feelings of lack of 
control in the therapeutic setting, was seeing many clients with challenging issues (e.g., 
medical problems, victims of sexual abuse or rape, sexual dysfunction, psychotic clients, 
dealing with legal issues or court appearances), and felt overcommitted to clients. 
Nevertheless, about 95% of the sample was in the low or less than low burnout range 
with regard to personal accomplishment, indicating feelings of competence, satisfaction, 
and success in their work. Additionally, with regard to career satisfaction, about 75% of 
the sample indicated that they would choose the same area of psychology if they had their 
lives to live over. 
In his attempt to determine the level of burnout among clinical psychologists who 
were members of a large state psychological association, Farber (1985) found that 36% of 
the sample reported being moderately affected or emotionally drained by their work, 
while 6.3% indicated being strongly affected. However, in reference to working directly 
with people, 61.2% indicated that it was in no way too stressful. In another survey of 
licensed psychologists, Hellman, Morrison, and Abramowitz (1986) found that 78% of 
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their sample indicated that they were very comfortable with the practice of individual 
psychotherapy.   
1.2.2.2. Burnout in social workers. Social workers are considered to be an 
occupational group with above-average risks of burnout (Söderfeldt et al., 1995). One 
study comparing burnout among different groups of health and mental health 
professionals found that psychiatrists and social workers were susceptible to high 
emotional exhaustion and depersonalization (Snibbe et al., 1989). Similarly, Lloyd and 
King (2004) found that social workers experienced high levels of burnout in the areas of 
emotional exhaustion and moderate levels of depersonalization, but this was offset by 
high personal accomplishment. A systematic review of research articles dated from 1966 
to 2000 on stress among mental health social workers concluded that social workers 
experienced relatively high levels of occupational stress and burnout, and less satisfaction 
with their work when compared to normative populations and workers in other mental 
health professions (Coyle, Edwards, Hannigan, Fothergill, & Burnard, 2005). However, 
in another review that consisted of 18 burnout studies that used the MBI, Söderfeldt et al. 
(1995) concluded that the results of these studies could not be generalized to social 
workers as a group due to different study limitations in each of these studies. As such, it 
is unclear whether social workers indeed suffer excessive burnout. Despite the 
shortcomings, many studies have identified the correlates for burnout among social 
workers. These correlates were primarily related to the job situation and to different 
aspects of the work organization, rather than to individual personality factors or type of 
clients (Söderfeldt et al., 1995). 
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1.2.2.3. Burnout in case managers. Research examining the relationship between 
occupational stress and burnout in mental health case managers are limited. The current 
research appears to support that mental health case managers experience increased 
burnout and distress in response to occupational stress. McCarthy (2000) found that case 
managers serving severely mentally ill (SMI) adults in the community reported higher 
levels of distress than a general population sample and higher levels of depersonalization 
than other mental health workers. Excessive workload and client-related difficulties were 
reported to be the most commonly encountered stressors, and exposure to these types of 
stressors was significantly related to case managers’ well-being. Similarly, Turner (1997) 
assessed the relationships between the role stress experienced by mental health case 
managers and their respective levels of burnout and job performance factors (e.g., 
absenteeism, turnover intentions, job satisfaction, and affective commitment to the 
organization). Case managers who perceived increased levels of role stress were found to 
experience increased burnout and turnover expectations, while those who perceived 
decreased role stress reported increased job satisfaction and affective commitment to the 
organization. Additionally, participatory decision making and locus of control were 
significantly related to job satisfaction and self-efficacy. Contrary to these findings, 
Carney et al.’s (1993) longitudinal study examining the incidence of burnout among case 
managers in a New York City Intensive Case Manager (ICM) Program found a lower 
incidence of burnout compared to the national norms for mental health workers that were 
established by Maslach and Jackson (1981b). However, because this ICM Program was 
completing its first year of operation, the relatively low levels of burnout in this group of 
case managers could have been attributed to the program’s novelty and to the enthusiasm 
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that generally accompanies new programs (Carney et al., 1993). Despite the limited 
research, the current empirical findings suggest that mental health case managers, like 
other mental health professionals, are vulnerable to burnout and its adverse consequences 
(e.g. personal distress, reduced job satisfaction, decreased job performance, poor service 
delivery, and reduced quality of care).  
1.2.2.4. Burnout in psychotherapists. Research on stress and burnout has been 
conducted for mental health professionals specializing in psychotherapy and counseling. 
Collectively, these studies suggest that psychotherapists experience high levels of 
occupational stress and burnout. Most people who seek help through psychotherapy are 
often troubled, and a psychotherapist is constantly confronted with other people’s 
maladjustments (Raquepaw & Miller, 1989). The interactions within a psychotherapeutic 
setting are often charged with strong emotions. When a psychotherapist is faced with a 
large number of these stressful interactions, he or she may begin to experience symptoms 
of burnout (Maslach, 1978) 
According to Rabin et al. (1999), psychotherapists have their particular 
satisfactions and stressors which make them vulnerable to occupational stress and 
burnout. While psychotherapy can be rewarding, it is often demanding and lonely, filled 
with excessive expectations and a lack of gratification. Dealing with the emotional 
suffering of others can lead to compassion fatigue, depletion of emotional resources and 
subsequent burnout for the psychotherapist. Similar to psychotherapy, counseling has 
also been identified as a type of person-oriented occupation that is susceptible to 
occupational stress and burnout. Ross, Altmaier, and Russell (1989) found that the 
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counselors in their study experienced a wide variety of stressful events in their work, and 
the number of stressful events was predictive of burnout.         
Farber and Heifetz (1982) conducted a study on the phenomenon of therapist 
burnout on a heterogeneous group of psychotherapists comprised of psychiatrists, 
psychologists, and social workers. High levels of stress, burnout, and disillusionment 
were found in this specialized group of mental health professionals. The primary source 
of stress for this sample of psychotherapists was a lack of therapeutic success, or more 
specifically, the inability to promote positive change in their clients. The primary factor 
underlying burnout was identified to be the non-reciprocated attentiveness and giving that 
are inherent within the therapeutic relationship. Although psychotherapists expected their 
work to be difficult and even stressful, they also expected their efforts to be compensated. 
In sum, the authors of this study suggested that the primary difficulties faced by 
psychotherapists were those relating to the therapeutic role (e.g., requirements of 
attentiveness, responsibility, detached concern), therapeutic process (e.g., the slow, often 
erratic pace of therapeutic progress), as well as working conditions (e.g., excessive work 
load, organizational politics). It is when the psychotherapeutic work is particularly 
frustrating and only minimally successful that disillusionment and burnout are likely to 
occur. Put another way, constant giving without the compensation of success likely 
produces burnout. This may often be the case when one is overworked or dealing with 
challenging clients such as those who are suicidal, homicidal, depressed, or especially 
resistant. However, psychotherapeutic work also engenders considerable satisfaction as 
well. In particular, therapeutic work appears to be most satisfying when psychotherapists 
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themselves can learn and grow while being helpful and involved with others (Farber & 
Heifetz, 1982).  
In their study of a sample of randomly selected practicing psychotherapists 
comprised of psychologists and social workers, Raquepaw and Miller (1989) found low 
to moderate levels of burnout when compared to the MBI norms, and no significant 
group differences were found between psychologists and social workers. Demographic 
variables and treatment orientation were not found to be accurate predictors of 
psychotherapist burnout, and psychotherapists who worked for agencies were found to 
have more symptoms of burnout than did colleagues who worked solely in private 
practice. Additionally, psychotherapists’ satisfaction with their caseload was associated 
with burnout, rather than their actual caseload. Specifically, those who indicated that their 
ideal caseload would be smaller than their current caseload were more burned-out than 
those who were satisfied with their caseload. Burnout was also predictive of the 
psychotherapists’ reported intentions to leave psychotherapy within the next five years 
for other professions. The findings of this study support Maslach’s (1976) speculation 
that the source of burnout lies in social or situational factors, rather than in people who 
experience burnout. Raquepaw and Miller further noted that their findings were 
reminiscent of Lazarus and Folkman’s (1984) conception that an individual’s appraisal of 
a potential stressor is a substantial determinant of whether stress actually results.   
1.2.2.5. Burnout in other mental health professionals. Psychiatrists and mental 
health nurses are two professional groups that have also been found to be vulnerable to 
occupational stress and burnout. Snibbe et al. (1989) compared burnout among 276 
primary care physicians, 15 psychiatrists, 23 social workers, and 13 psychologists in a 
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large outpatient Health Maintenance Organization using the MBI. Psychiatrists and social 
workers were found to be susceptible to high emotional exhaustion and 
depersonalization. Primary care physicians showed only moderate burnout and retained 
their personal coping strategies. Except for psychologists, all the providers in this study 
scored significantly higher on all burnout subscales than the Maslach (1986) normative 
population of physicians and mental health professionals. Among the mental health 
professionals, social workers had significantly higher scores on emotional exhaustion 
than psychiatrists or psychologists, and social workers and psychiatrists had significantly 
higher scores on depersonalization than psychologists. There were no significant 
differences between these groups in personal achievement.  
With regard to mental health nurses, Fagin et al. (1996) presented data from three 
studies on stress, coping, and burnout. They found that for the sample as a whole, about 
31% of the ward nurses experienced significant psychological distress. Out of the three 
studies, study three nurses reported the highest rate of psychological distress. These 
nurses also had significantly higher alcohol consumption and had taken more sick days. 
The main stressors that these nurses faced were related to staff shortages, health service 
changes, poor morale, and not being notified of changes before they occurred. 
Furthermore, differences in coping skills were found across studies, consistently showing 
the group with the highest stress scores also having the lowest coping skills scores. All 
three studies presented by Fagin et al. confirmed that stress is a problem for ward-based 
mental health nurses.  
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1.2.3. Burnout among Health and Mental Health Professionals in HIV/AIDS Care 
1.2.3.1. Professional challenges in HIV/AIDS care. There are clinical and social 
demands specific to working with HIV/AIDS individuals that may account for the greater 
intensity and more rapidly developing burnout experienced by HIV/AIDS care providers 
(Gueritault-Chalvin et al., 2000). A number of authors have identified and discussed 
some of these challenges (Bellani et al., 1996; Gueritault-Chalvin et al., 2000; Visintini & 
Campanini, 1996; Miller, 1995; Warren, 1998; McDaniel et al., 1996; Ross, 1993). One 
major stress-producing concern shared by many HIV/AIDS professionals is anxiety over 
safety practices and fear of HIV contagion. These anxieties have been found to be very 
stressful for HIV/AIDS professionals (Gueritault-Chalvin et al., 2000; Visintini & 
Campanini, 1996), and appear to be associated with avoidance of patients (Bellani et al., 
1996).  
Another challenge is related to the underlying disease process itself. HIV is a 
difficult illness to manage due to its rapidly changing course. In spite of best efforts, 
many patients with HIV will get progressively ill, develop clinical manifestations of the 
disease, and some will die. Decisions regarding active treatments versus palliative care 
for terminal patients will need to be considered. The chronic and unpredictable nature and 
the high mortality rate associated with HIV infection can lead to feelings of helplessness 
and frustration, as well as profound feelings of grief and loss. Although this is essential to 
the work of caring for individuals with HIV, it is generally not a component of 
professional training (Warren, 1998); leading professionals feeling unequipped to handle 
these emotional challenges. 
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Other potential challenges arise when providers feel a strong identification with 
their patients via sharing of certain demographic factors or when patients develop a 
dependent relationship with them. In these cases, it can lead to loss of objectivity, and 
maintaining professional boundaries with patients will become particularly challenging 
(Warren, 1998). The tendency of many professionals to identify with their patients for 
whom they feel compassion and empathy can have major implications in terms of 
emotional stress (Bellani et al., 1996). A relationship with a person living with 
HIV/AIDS can create significant stress for the healthcare professional, thus increasing his 
or her vulnerability to burnout than a relationship with other types of patients (Miller, 
1995). Psychiatric symptoms, such as depression and anxiety, have been found to 
positively correlate with burnout in physicians and nurses who work with HIV/AIDS 
patients (Bellani et al., 1996; Dorz et al., 2003).   
The clinical, social, and emotional challenges described above are only some of 
the challenges that have been associated with the experience of occupational stress and 
burnout in HIV/AIDS care (Miller, 1995). Other reasons for HIV/AIDS-related 
occupational stress that have been referenced in the literature include, but not limited to: 
tension associated with ostracism and stigma correlated with the disease; increased 
workload and coping with the inadequate social resources for HIV/AIDS patients; role 
ambiguity and role conflicts among providers; role expansion to include advocacy; 
political pressures; involvement of patient’s families and loved ones; and being exposed 
to the constant critical scrutiny from colleagues, friends, and family (Miller, 1995; 
Bellani et al., 1996). Collectively, these professional challenges can make working in the 
HIV/AIDS field highly stressful and increase the risk of experiencing burnout.  
 
 
23   
                           
 
 
 
1.2.3.2. Burnout among health professionals. The emergence of HIV infection has 
added new stress factors for health care professionals in large due to their relationships 
with HIV/AIDS patients (Visintini & Campanini, 1996). Many health care workers find 
that working with HIV/AIDS patients is both physically and emotionally demanding 
(Scott & Hilliard, 1992). The intense emotional and interpersonal demands placed on 
those caring for large numbers of persons living with HIV/AIDS, if left unchecked, can 
lead to professional burnout and result in low morale, poor job satisfaction, and 
substandard care (Warren, 1998). Signs of burnout are often subtle and may include 
aversion to contacts with particularly ill or emotionally challenging patients, avoidance of 
affectively loaded discussions, or secretly feeling relieved when certain patients fail to 
show up for appointments (Warren, 1998). Professional burnout has been found to be a 
serious problem in the area of HIV/AIDS care (Bennett & Kelaher, 1994; Bennett et al., 
1994a, 1994b), and occurs in every profession including physicians, consultants, 
psychologists and social workers (Bennett, Ross, et al., 1993), as well as nurses, 
psychiatrists, case managers, and support staff (Warren 1998).  
It has been suggested that HIV/AIDS health care professionals face unique 
demands that could make them more prone to experiencing burnout in comparison to 
professionals in other health care areas (Gueritault-Chalvin et al., 2000; Bellani et al., 
1996; Visintini & Campanini, 1996; Miller, 1995). HIV/AIDS care providers face similar 
stress-producing activities found among cancer care providers (Bellani et al., 1996), and a 
number of studies have compared workers in these fields to determine whether 
HIV/AIDS work generates comparable stress (e.g., Bennett et al., 1991; Kleiber et al., 
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1993; Catalan et al., 1996; Dorz et al., 2003; Lopez-Castillo, Gurpegui, Ayuso-Mateos, & 
Catalan, 1999).   
Bennett et al. (1991) compared nurses working in HIV/AIDS units with those in 
Oncology units. They found that while there were no significant differences in the 
frequency of burnout, significantly greater intensity of burnout symptoms (i.e., emotional 
exhaustion) were reported by HIV/AIDS nurses. While Kleiber et al. (1993) found no 
differences in the level of burnout reported by HIV/AIDS nurses compared to oncology 
and geriatric nurses, they found that HIV/AIDS nurses had been on the job for shorter 
periods of time, suggesting that burnout for this group of HIV/AIDS health care providers 
may have occurred more rapidly. These studies support the notion that burnout in the 
HIV/AIDS field manifests itself more sharply and more strongly than in the Oncology 
field, while other studies (Catalan et al., 1996; Dorz et al., 2003) found few differences 
between the two fields.  
Catalan et al. (1996) found that AIDS and Oncology care workers both 
experienced moderate levels of work-related disturbance on each dimension of the MBI. 
Although there were no significant differences between AIDS and Oncology staff 
regarding levels of emotional exhaustion and depersonalization, health care workers in 
the HIV/AIDS unit were found to have lower levels of personal accomplishment than 
those in the Oncology unit. The finding of lower levels of personal accomplishment in 
HIV/AIDS health workers suggests an increased risk of burnout, and is in accordance 
with the Lopez-Castillo et al. (1999) study.  
Contrary to the majority of the research findings suggesting that HIV/AIDS 
workers experience moderate to high levels of burnout (Bennett et al., 1991; Bennett & 
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Kelaher, 1994; Bennett et al., 1994b; Kleiber et al., 1993; Catalan et al., 1996; Lopez-
Castillo et al., 1999), Dorz et al. (2003) found a low degree of burnout among HIV/AIDS 
health workers as suggested by low scores on emotional exhaustion and 
depersonalization, and moderate scores on personal accomplishment. While there were 
no significant differences between HIV/AIDS and Oncology health workers regarding 
levels of depersonalization and personal accomplishment, HIV/AIDS workers reported 
significantly lower levels of emotional exhaustion, which suggested a lower degree of 
burnout. It is important to note that the majority of the research studies examining 
burnout among HIV/AIDS health workers were conducted over a decade ago before the 
widespread use of HAART. One possible explanation for the observed low burnout 
scores in the relatively more recent Dorz et al. study might be attributed to improved HIV 
treatments and quality of life for patients living with HIV/AIDS. It is likely that current 
HIV/AIDS health workers may experience a lower degree of burnout when compared to 
their predecessors, especially those prior to 1996 before the use of HAART. As such, it is 
uncertain whether the older references would accurately reflect the current burnout rates 
among HIV/AIDS health care workers.  
Despite such a litany of negative stresses and potential adverse consequences, it is 
important to note that there are many rewards in HIV/AIDS care which may balance the 
experience of stress and burnout. This includes working in a challenging, stimulating, and 
personally relevant field; social recognition; the gratitude of patients; and a sense of 
achievement in making psychosocial progress with patients (Miller, 1995). Nashman, 
Hoare, and Heddesheimer (1990) commented that caring for people with HIV illness can 
provide substantial satisfaction related to the care provider’s sense of doing good, 
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obtaining the patient’s appreciation, or seeing improvement in the patient’s condition. 
Horstman and McKusick (1986) evaluated the perceptions of a group of physicians with 
regard to working in the area of HIV/AIDS. The majority of these physicians reported 
more stress and had feelings of being overworked, and a significant minority reported 
more anxiety and fear of death. Despite these negative perceptions and experiences, more 
than 40% of theses physicians also reported that contact with the AIDS epidemic had led 
to increased intellectual stimulation and career satisfaction. 
1.2.3.3. Burnout among mental health professionals. Although there is ample 
research examining burnout in mental health professionals, there is limited research that 
examined the burnout experience in relation to mental health professionals working with 
HIV individuals. A few dissertation studies have attempted to address this issue (Joseph, 
1998; Breaux, 1998; Mueller, 1997; Slagle, 1996).   
Joseph (1998) found that when comparing therapists who had worked with 
HIV/AIDS clients to those who had not worked with HIV/AIDS clients, there were no 
differences in their experience of secondary trauma, PTSD, depression, anxiety, or 
burnout symptoms. Social workers were more likely than psychologists to work with 
clients with HIV/AIDS, experience cognitive intrusion and avoidance related to AIDS 
work, and reported a lowered sense of personal accomplishment. Mueller (1997) 
attempted to identify correlates of burnout among social workers of HIV/AIDS clients. 
Burnout was found to be significantly and inversely related to social support received 
from coworkers and supervisors, social worker’s age, educational level, income, caseload 
size, and years of work with AIDS clients. Burnout was significantly and positively 
associated with the number of recent social worker client deaths, and the proportion of 
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caseload that was comprised of HIV/AIDS clients. Slagle (1996) compared burnout in 
HIV workers with mental health care and medical care normative groups, and examined 
how social support, clarity of goals, work variation, the amount and quality of training, 
and personal coping strategies correlated with stress and burnout. HIV workers were 
found to have significantly higher levels of burnout than normative groups. The biggest 
predictor of increased burnout was a lack of clarity of job goals. Other predictors of 
burnout included a lack of social support, a lack of work variation, and poor quality of 
training. Individual coping styles, as measured by the Self-Controlling, Escape 
Avoidance, Distancing, Positive Reappraisal, and Accepting Responsibility scales, 
revealed significant relationships with the burnout syndrome. Breaux (1998) also found 
Avoidance Coping to be positively related to burnout in licensed psychotherapists 
working with persons with HIV disease.   
Given that the mental health profession alone is vulnerable to burnout, and that 
providers in HIV/AIDS care are also vulnerable to burnout, it can be hypothesized that 
mental health professionals providing care to HIV/AIDS individuals likely have 
increased risks of burnout. As mental health professionals begin to occupy increasingly 
important roles in the HIV mental health challenge and the overall health care of 
HIV/AIDS individuals, it is important to increase our understanding of mental health 
professionals’ vulnerability to occupational stress and burnout, as well as effective 
moderators of this relationship, to ensure provider well-being and competence, optimal 
service delivery, and quality of care. 
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1.3 Moderators of Burnout  
A number of factors have been identified to prevent and/or alleviate the 
experience of burnout in health care and mental health professionals, with most of the 
research to date focused on social support and individual coping. More recently, factors 
such as professional efficacy (Battles, 2000), mature ego defense utilization (Shelton, 
2002), and humor (Dorz et al., 2003) have also been explored for their moderating role in 
the occupational stress and burnout relationship; however, the results for these factors are 
inconsistent and too limited to derive any reliable conclusions. Although personality 
hardiness has also been suggested to be a main moderator of burnout (Fagin et al., 1996), 
some did not find it to be a significant mediator or moderator of the stress-strain or stress-
burnout relationship in health care and mental health professionals (Rowe, 1995; 
Aragones, 2001). Thus, if a relationship does exist, it is ambiguous at best. As such, only 
research examining social support and coping skills in relation to burnout were reviewed 
due to their more extensive research and relatively more consistent findings.  
1.3.1. Social Support 
The literature asserts that health care professionals who experience a sense of 
isolation, have minimal contact with others who are exposed to similar problems, and 
lack opportunities to express emotionally charged feelings, are likely to be more prone to 
developing burnout (Ross, 1993). Researchers have consistently found that persons who 
have high levels of social support are in better physical and mental health, and it has been 
identified as a resource that enables people to cope with stress (Ross et al., 1989).  
The majority of research has found social support, in general, to be negatively 
related to burnout (Leiter & Maslach, 1988; Ross et al., 1989; Slagle, 1996; Mueller, 
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1997; Kee, Johnson, & Hunt, 2002). Lack of social support has also been found to be a 
significant predictor of burnout even after controlling for the effects of anxiety (Brown, 
Prashanham, & Abbott, 2003). However, the measurement of social support is complex 
due to the great degree of variability in the definitions that have been used to measure it. 
Various forms of social support have found distinct relationships with the dimensions of 
burnout. Perceived social support was strongly related to emotional exhaustion and 
depersonalization, but not with reduced personal accomplishment (Brown et al., 2003). 
This is contrary to Leiter’s (1991a) assertions that, in general, social support tends to be 
more closely related to the personal accomplishment dimension of burnout. When 
measured as pleasant contact with different sources of social support, pleasant contact 
with supervisors was negatively related to emotional exhaustion, while pleasant contact 
with co-workers was positively related to personal accomplishment (Leiter & Maslach, 
1988). Alternatively, personal conflicts with co-workers, supervisors, or service 
recipients were more related to increased emotional exhaustion (Leiter, 1991a). Cianfrini 
(1997) found that support from friends, family, and co-workers were related to all three 
dimensions of burnout, with higher levels of support correlating with higher levels of 
personal accomplishment and lower levels of emotional exhaustion and 
depersonalization. This is generally consistent with the review by Leiter and Harvie 
(1996) who found that support from family members was inversely related to both 
emotional exhaustion and depersonalization in mental health professionals. In addition to 
support from supervisors and co-workers, social support from family may also serve as 
an important resource for human service providers by building their capacity to manage 
the emotional demands of work. However, difficulty in managing the boundary between 
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work and family has been identified as a contributor to emotional exhaustion and 
depersonalization (Leiter, 1990; Leiter & Durup, 1996).  
Much of the research on social support and burnout found that persons with 
limited supportive social relationships tend to be more vulnerable to the effects of stress. 
Although a direct relationship between social support and burnout has been documented, 
the empirical evidence with regard to the buffering hypothesis in the stress-burnout 
relationship is mixed (Ross e al., 1989). It has been found that strong social support 
enables human service providers to manage more severe demands at work; thus, 
buffering against the negative effects of occupational stress (Cohen & Willis, 1985; 
Kirmeyer & Dougherty, 1988; Fagin et al., 1996). This suggests that demands and social 
interactions at work are relevant to the development and alleviation of burnout (Maslach 
et al., 1996), and this has been documented in studies involving burnout in mental health 
professionals (Coyle et al., 2005; Cianfrini, 1997). However, not all studies found support 
for the buffering role of social support against burnout in mental health professionals 
(Ross et al., 1989; McCarthy, 2000; Ankarlo, 1999). It has been argued that the buffering 
effects of social support will only be found when specific types of social support are 
examined with relation to the specific stressor being investigated (Ross et al., 1989). 
Nevertheless, social support at work (i.e., supervisor and co-worker support) has positive 
effects on the physical and mental health of workers (Ross et al., 1989). Increasing social 
support has been well documented as a highly effective intervention for coping with 
burnout (Pines, Aronson, & Kafry, 1981).  
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1.3.2. Coping Skills 
Much of the evidence relating coping strategies to affective and behavioral 
responses to stress are derived from the life-stress literature (Parkes, 1990). Similar to 
these empirical findings, coping style appears to play a major role as determinants of the 
nature and magnitude of responses to occupational stress. A number of researchers have 
addressed the more specific issues of coping with occupational stress and burnout in 
human service workers (e.g., Shinn et al., 1984; Latack, 1986; Koeske, Kirk, & Koeske, 
1993). Although the specific sources of occupational stress may be different in human 
service work, the strategies, styles, and procedures for coping are presumably like those 
used for more general forms of stress (Koeske et al., 1993).  
Research on coping and burnout in mental health professionals has generally 
found that certain types of coping styles influence the level of burnout in this category of 
human service workers. Effective coping strategies are believed to benefit the mental 
health professional by decreasing the risk of burnout when faced with ongoing work-
related demands. There is a general consensus that coping styles are significantly related 
to burnout, with control-oriented, active, internal, or problem-focused coping styles being 
more adaptive than escape-oriented (e.g., avoidance, denial), inactive/passive, external, or 
emotion-focused coping styles (e.g., Latack, 1986; Leiter, 1990, 1991b; Koeske et al., 
1993; Leiter & Harvie, 1996; Slagle, 1996; Cianfrini, 1997; Thorton, 1992; Cushway & 
Tyler, 1994). This suggests that the use of more control-oriented, active, and problem-
focused coping styles are related to less stress and burnout; while escape-avoidance 
coping are generally related to higher stress, burnout, and poorer mental health outcomes. 
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However, some researchers found no relationship between individual coping and burnout 
(e.g., Shinn et al., 1984).  
Research investigating the impact of coping styles on the frequency and intensity 
of burnout as experienced by HIV/AIDS health care and mental health professionals also 
yielded similar findings (Gueritault-Chalvin et al., 2000; Dorz et al., 2003; Martin, 1990; 
Breaux, 1998; Bennett, Kelaher, & Ross, 1993). Personal accomplishment was found to 
be better predicted by positive coping strategies (i.e., planning, restraint coping, non-
denial), while emotional exhaustion and depersonalization were more related to escape-
oriented or passive coping strategies (Dorz et al., 2003). Coping styles that involve 
avoidance coping or cognitive and behavioral disengagement were associated with high 
burnout and greater intentions to discontinue working in the AIDS field (Martin, 1990; 
Breaux, 1998). Results from these studies collectively suggest that individual coping 
strategies may be important buffers of perceived stress, with internal and problem-
focused coping showing protective effects against occupational stress over escape-
oriented and emotion-focused coping.  
A number of studies have demonstrated interaction or buffering effects with more 
vigilant styles of coping (e.g., control-oriented, instrumental coping, problem-focused) in 
relation to stress responses such as burnout (Koeske et al., 1993; Aldwin & Revenson, 
1987; Cianfrini, 1997; Mullen & Suls, 1982); while more passive styles of coping (e.g., 
avoidance, emotion-focused) generally showed main effects or non-significant results 
(Aldwin & Revenson, 1987; Parkes, 1990). A few studies examining the buffering effects 
of different styles of coping are worth noting. Koeske et al. (1993) found that control-
oriented coping strategies clearly acted as occupational stress buffers in a group of mental 
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health intensive case managers, while those who relied exclusively on avoidance coping 
strategies reported more negative consequences three months later. The results of this 
study suggest that there is little evidence that avoidance strategies have a beneficial role 
in buffering the effects of occupational stress, particularly when they are used alone and 
not in conjunction with control-oriented strategies. Alternatively, Parkes (1990) found 
both emotion-focused and active coping to be potentially adaptive strategies for 
managing occupational stress. Suppression (a form of emotion-focused coping) was 
found to have a main effect, and direct/active coping moderated relationships between 
perceived environmental stressors and measures of mental health. The results of this 
study support the presence of buffering effects of active coping styles, and that individual 
coping efforts can alleviate the negative effects of occupational stress.  
Mullen and Suls (1982) reviewed 26 studies comparing vigilant, control-oriented 
coping strategies with those involving denial, escape or avoidance. They found that 
vigilant approaches were more adaptive than avoidance strategies in the long run (i.e., 
over months), while the opposite was found for immediate and very short term effects. It 
has been suggested that specific contextual factors can affect which style of coping 
produces better adaptation, and that one’s capability of implementing many different 
strategies (i.e., flexibility in coping) is critical to effective coping and adaptation (Cohen, 
1987). As such, when applying this to occupational stress, a focus on increasing more 
vigilant coping skills alone may be insufficient to develop effective resilience to burnout. 
What would seem more effective is to train professionals on how to determine the 
appropriate coping strategies to use when dealing with specific occupational stressors. 
This is consistent with Lazarus and Folkman’s (1984) recommendation that there should 
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be a fit between the coping strategy used by a person, and the problem or stress 
experienced (Gueritault-Chalvin et al., 2000). Specifically, problem-focused coping is 
best used when dealing with situations that can be changed or controlled, while emotion-
focused coping is best used when dealing with situations that cannot be changed or 
controlled. This is highlighted in Kalichman, Gueritault-Chalvin, and Demi’s (2000) 
study that examined occupational stress and coping in a group of nurses in AIDS care. 
Kalichman and colleagues found that nurses confronted the different sources of their 
work stress through a range of both problem-focused (e.g., planful problem solving) and 
emotion-focused (e.g., positive appraisal, wishful thinking, avoidance) strategies. 
The current literature generally supports control-oriented, active, and problem-
focused coping as being more effective in alleviating burnout and work-related distress in 
mental health professionals; however, it remains unclear whether additive or interactive 
models better represent the processes involved (Parkes, 1990). Given the mixed findings, 
some researchers have suggested that flexibility in coping style may be more critical to 
effective coping (Koeske et al., 1993; Parkes, 1990; Cohen, 1987). The findings from this 
body of research support the assertion that the use of a combination of active and passive 
forms of coping strategies is likely to be more effective in alleviating distress in stressful 
working conditions than either forms of coping alone. One potential advantage of a 
coping repertoire encompassing both types of strategies is that each can be applied 
appropriately at different times and in response to different environmental demands since 
there is no one coping style that is more adaptive across all situations (Cohen, 1987). Use 
of a combination of active and passive forms of coping may prevent and/or alleviate the 
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effects of burnout and other dysfunctional stress responses in mental health professionals, 
including those who work with HIV/AIDS individuals. 
In summary, the current literature suggests that mental health professionals 
experience significant occupational stress and are vulnerable to burnout. Mental health 
professionals who work with HIV individuals are believed to be at an even greater risk of 
occupational stress and burnout. In general, the dominant view in burnout research is that 
a causal link exists in which the experience of occupational stress contributes to the 
etiology of burnout, which in turn is related to negative job perceptions, lack of 
organizational commitment, and withdrawal behaviors such as absence and job 
resignation (Cox, Kuk, & Leiter, 1993). Coping strategies used by mental health 
professionals to manage occupational stress have only been cursorily considered in the 
literature (e.g., Slagle, 1996; Breaux, 1998). An understanding of the relation between 
burnout symptoms, the stresses at work, and the characteristics of “burned-out” 
professionals requires knowledge about how, and to what extent, professionals varying in 
the degree of burnout differ in the ways they actually appraise and cope with stresses at 
work (Thorton, 1992). Coping strategies to prevent burnout symptoms in the workplace 
have been explored in the literature, and for the most part, such strategies are applicable 
to HIV/AIDS mental health care providers (McDaniel et al., 1996). What has not been 
fully explored in relation to burnout is the use of a coping response pattern that uses a 
combination of active and passive forms of coping, such as in the social problem solving 
approach, which may provide a multi-faceted yet parsimonious model from which to 
evaluate coping. As such, one of the primary goals of this study was to extend the 
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applicability of the social problem model to better understand the relationship between 
occupational stress and burnout.  
1.4. Theoretical Models of Stress and Coping  
1.4.1. Transactional Model of Stress 
Lazarus and Folkman’s (1984) transactional model of stress and coping has been 
used to conceptualize the burnout experience (e.g., Thornton, 1992). Within this 
cognitive-based model, psychological stress is viewed as a particular type of person-
environment transaction or relationship in which demands (external and/or internal) are 
appraised as taxing or exceeding coping resources and endangering well-being. The 
model also conceptualizes the person-environment relationship to be one that is dynamic, 
bi-directional, and mutually reciprocal (Nezu & D’Zurilla, 1989).   
Two critical processes, cognitive appraisal and coping, are the essential mediators 
of stressful person-environment relationships. In cognitive appraisal, a person evaluates 
whether a particular encounter with the environment is relevant to well-being. This 
evaluative process is accomplished via two types of appraisal, primary and secondary. In 
primary appraisal, a person evaluates whether the encounter is irrelevant (i.e., of no 
personal significance or carries no implication for a person’s well-being), benign-positive 
(i.e., of personal significance but there is no threat or harm to well-being), or stressful 
(i.e., there is threat, harm/loss, or challenge to well-being). If the encounter is evaluated 
as stressful, secondary appraisal is used to determine what coping options and resources 
are available for changing the relationship or situation.   
Coping is the other critical process involved in stressful encounters. It is defined 
as the “constantly changing cognitive and behavioral efforts to manage specific external 
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and/or internal demands that are appraised as taxing or exceeding the resources of the 
person” (Lazarus & Folkman, 1984, p. 141). Hence, coping is process-oriented and 
requires contextual analysis of stressful encounters. There are two general forms of 
coping strategies: those in which the goal is to change the problematic aspects of stressful 
situations (problem-focused coping), and those in which the goal is to regulate the 
distress by changing a situation’s meaning and/or finding alternative ways to lessen the 
distress (emotion-focused coping) (Lazarus & Folkman, 1984). Examples of these two 
forms of coping include those used for problem-solving (problem-focused coping), and 
positive reappraisal and/or stress-reducing strategies such as meditation, exercise, and 
search for emotional support (emotion-focused coping). It has been demonstrated that 
most people appear to use both forms of coping in virtually every type of real-life 
stressful situations that are encountered (Lazarus & Folkman, 1984). Additionally, the 
transactional model of stress asserts that the individual engages in the process of 
reappraisal, creating a feedback process. Reappraisal refers to the ongoing 
reinterpretation of a situation based on new information that is acquired from the 
environment and/or by the person, and are sometimes the result of cognitive coping 
efforts (Lazarus & Folkman, 1984). 
The decision to utilize problem-focused or emotion-focused coping in a particular 
stressful situation is determined by an individual’s appraisal of the situation as either 
controllable/changeable or uncontrollable/unchangeable (Chesney et al., 1996). Adaptive 
coping, in this model, refers to those situations in which a person’s selected coping 
strategy matches well with the changeability of the stressful situation. Maladaptive 
coping refers to situations in which a person chooses emotion-focused strategies to 
 
 
38   
                           
 
 
 
manage changeable stressors, or problem-focused strategies to manage stressors that are 
unchangeable, and such mismatch in coping has been found to lead to significant 
increases in psychological distress (Chesney et al., 1996). This suggests that coping 
strategies used in response to situations that are appraised as stressful can mediate the 
impact of stressors and affect adaptational outcomes, such as occupational and 
psychosocial functioning (Lazarus & Folkman, 1984).  
1.4.1.1. Transactional model of work stress. Lazarus and Folkman’s transactional 
model of stress has been used to conceptualize the relationship between occupational 
stress and health, resulting in the development of a transactional model of work stress 
(Cox, 1985; Cox et al., 1993). In this framework, the concept of stress is specific to the 
complex perceptual and cognitive processes that underlie peoples’ interactions with their 
work environment (Cox et al., 1993). Work stress is defined as the psychological state 
that represents an imbalance or mismatch between people’s perceptions of the demands 
placed on them in their work environment and their ability to cope with those demands 
(Cox, 1985; Cox et al., 1993). Similar to the traditional transactional model of stress, the 
work stress model asserts that a person’s experience of occupational stress and distress is 
dependent upon his or her cognitive appraisal processes and coping efforts. Failed 
attempts at coping can lead a person to experience changes in general well-being such as 
negative emotions, unpleasantness, general discomfort, and feelings of tension and being 
worn out (Cox et al., 1993). As such, this model can be applied to the burnout concept 
(Cox et al., 1993). Burnout is conceptualized as a cognitive and behavioral response to 
stress occurring principally in professional contexts where work demands, especially 
those of an interpersonal nature, lead to chronic emotional exhaustion, depersonalization, 
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and reduced sense of personal accomplishment (Gueritault-Chalvin et al., 2000). Given 
the nature of their work, it has been suggested that mental health professionals who work 
with HIV/AIDS individuals are vulnerable to stress and burnout (Slagle, 1996; Joseph, 
1998). If occupational stress is not managed effectively, over time, it can have serious 
repercussions for organizations by undermining service delivery and quality of care, and 
the well-being of both the professionals and the individuals they serve. 
1.4.2. Social Problem Solving Model 
1.4.2.1. Overview. According to the transactional model of stress and work stress, 
cognitive appraisal and coping are viewed as important mediators of the relationship 
between stressful situational demands and emotional stress responses. The social problem 
solving model of stress suggests that problem solving ability plays a central role as a 
multifaceted coping strategy that can significantly affect a person’s ability to increase 
adaptive performance and reduce, manage, and control stress and its negative effects 
across a wide range of situations (D’Zurilla & A. M. Nezu, 1999). The term social 
problem solving has been used to define the self-directed cognitive-affective-behavioral 
process by which an individual identifies or discovers effective means of coping with 
problem situations encountered in everyday living (D’Zurilla & A. M. Nezu, 1982; Nezu, 
2004). Problems, in this model, are present or anticipated life situations that involve a 
discrepancy between an individual’s actual situation and desired goals (D’Zurilla, 1986). 
Solutions are defined as coping responses designed to alter the nature of problems, one’s 
negative emotional reactions to them, or both (Nezu, 2004). D’Zurilla and Goldfried 
(1971) defined problems as specific life circumstances that demand responses for 
adaptive functioning but that are not met with effective coping responses from the 
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individuals confronted with them because of the presence of various obstacles. These 
obstacles may include ambiguity, uncertainty, conflicting demands, lack of resources, or 
novelty (A. M. Nezu, C. M. Nezu, & Perri, 1989; Nezu, 2004). In addition to keeping 
individuals from engaging in effective coping strategies, these obstacles may lead to 
maladaptive coping and increase the probability of experiencing distress and adverse 
psychological symptomatology.       
D’Zurilla and A. M. Nezu, (1999) noted that a number of terms have been used by 
investigators to describe the concept of problem solving ability (e.g., interpersonal 
problem solving, interpersonal cognitive problem solving, personal problem solving, 
applied problem solving). As such, some clarification is warranted. Social problem 
solving, has become the most popular term for this phenomenon in the field of clinical, 
counseling, and health psychology (D’Zurilla & A. M. Nezu, 1982). This term implies 
that problem solving is a conscious, rational, effortful, and purposeful activity (D’Zurilla 
& A. M. Nezu, 1999). The used of “social” in the term is used to highlight the fact that 
the focus of study is on problem-solving that occurs within the natural social 
environment.  D’Zurilla and A. M. Nezu also asserts that the theory and research on 
social problem solving have dealt with all kinds of problems in living, including 
impersonal (e.g., financial problems), personal/intrapersonal (e.g., cognitive, emotional, 
behavioral, health problems), interpersonal (e.g., family and marital conflicts), and even 
broader community and societal problems (e.g., legal problems). As such, this term 
highlights the personal and social context in which real-life problem solving takes place.  
1.4.2.2. Comparison with transaction model of stress. There is much conceptual 
overlap between Lazarus & Folkman’s transactional model and social problem solving 
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theory (D’Zurilla & A. M. Nezu, 1999). Both models incorporate transactional views of 
stress and emphasize the person-environment relationship, whereby the individual 
attempts to alter the problematic nature of a situation (i.e., problem-focused coping), 
and/or his or her emotional reactions (i.e., emotion-focused coping) (A. M. Nezu & 
D’Zurilla, 1989; D’Zurilla, 1986). Another common and important aspect of these 
models is that of individual differences. Similar to the transaction model of stress, the 
social problem solving model highlights the fact that different people may perceive and 
respond to similar situations in different ways. As such, the demands of problem 
situations are most aptly described as perceived demands, in which distress results when 
perceived demands exceed coping resources.   
The social problem solving model differs from the transactional model in terms of 
its conceptualization of problem solving as a coping strategy. While the transactional 
model views problem solving as one example of coping (i.e., problem-focused), the 
social problem solving model conceives of problem solving as a more versatile, flexible, 
and adaptive coping strategy (A. M. Nezu & D’Zurilla, 1989). According to the social 
problem solving model, problem solving is defined as the general coping process by 
which a person attempts to identify, discover, or invent a solution (i.e., adaptive coping 
response) for a particular problematic life situation (D’Zurilla, 1986). As such, problem 
solving goals may include problem-focused goals, emotion-focused goals, or both, 
depending on the nature of the problem and how it is appraised. Problem-focused goals 
would be emphasized in problematic situations that are appraised as potentially 
changeable, although emotion-focused goals may also be included when emotional stress 
is high. In problematic situations that are appraised as unchangeable, emotion-focused 
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goals would be more desirable. In cases where the problematic situation is appraised 
initially as changeable, but later reappraised as unchangeable due to unsuccessful 
problem solving attempts, then the problem can be reformulated to include emotion-
focused goals, such as minimizing distress, enhancing personal growth in some fashion, 
or maintaining a sense of self-worth. Thus, problem solving coping is a general coping 
approach that utilizes both problem- and emotion-focused coping strategies that can help 
people manage or adapt to any stressful situation, thereby enhancing perceived 
controllability and minimizing emotional distress, even in situations that cannot be 
changed for the better (A. M. Nezu & D’Zurilla, 1989).   
1.4.2.3. The social problem solving process. According to the social problem 
solving model proposed by D’Zurilla and colleagues (e.g., D’Zurilla & Goldfried, 1971; 
D’Zurilla & A. M. Nezu, 1999; D’Zurilla, A. M. Nezu, & Maydeu-Olivares, 2002; Nezu, 
2004), there are five interrelated dimensions that collectively represent the two general, 
but partially independent, problem solving processes: (a) problem orientation, and (b) 
problem solving style. Problem orientation differs from problem solving style in that it is 
primarily a motivational process. It has been defined as “a set of orienting responses that 
consists of the immediate cognitive-affective-behavioral reactions of a person when first 
confronted with a problematic situation” (A. M. Nezu & D’Zurilla, 1989, p. 294). These 
orienting responses include a person’s attentional set as well as a general set of 
underlying assumptions, appraisals, beliefs, and expectations concerning one’s life 
problems and one’s own general problem solving ability. In other words, they are based 
primarily on the person’s past developmental and reinforcement history related to real-
life problem solving. As such, a person’s problem perception, problem attribution, 
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problem appraisal, perceived control or self-efficacy, and emotional reactivity are 
variables that contribute to his or her problem orientation. Depending on the specific 
nature of these cognitive variables, they may produce positive affect and approach 
motivation (i.e., positive orientation), which is likely to facilitate problem solving 
performance, or they may produce negative affect and avoidance motivation (i.e., 
negative orientation), which may inhibit or disrupt problem solving performance through 
dysfunctional problem solving styles. Of the five social problem solving dimensions, two 
are orientation variables (i.e., Positive Problem Orientation and Negative Problem 
Orientation) and the other three represent various problem solving styles or patterns (i.e., 
Rational Problem Solving, Impulsivity/Carelessness Style, and Avoidance Style).  
Positive Problem Orientation (PPO) is described as a constructive, problem 
solving cognitive set that involves the general disposition to: (a) appraise a problem as a 
challenge (i.e., opportunity for benefit or gain) rather than a threat; (b) believe that 
problems are solvable (optimism); (c) believe in one’s personal ability to solve problems 
successfully (self-efficacy); (d) believe that successful problem solving takes time, effort, 
and persistence; (e) commit oneself to solving problems with dispatch rather than 
avoidance; and (f) utilize emotions more effectively by using them as an aide to 
identifying problems and signaling the use of the systematic problem-solving approach to 
identifying solutions to problems.  
In contrast, Negative Problem Orientation (NPO) is the dysfunctional or inhibitive 
cognitive-emotional set that involves the general tendency to: (a) view a problem as a 
significant threat to well-being; (b) doubt one’s personal ability to solve problems 
successfully (low self-efficacy); and (c) utilize emotions less effectively where one 
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becomes overwhelmed by the negative emotions being experienced, such as becoming 
frustrated and upset when confronted with problems in living (i.e., low frustration 
tolerance).  
Rational Problem Solving (RPS) is a constructive problem solving style that is 
defined as the rational, deliberate, systematic, and skillful application of adaptive 
problem solving principles and techniques. In the social problem solving model, this style 
includes a set of four specific skills or goal-oriented tasks that enable a person to solve a 
particular problem effectively: problem definition and formulation, generation of 
alternative solutions, decision-making, and solution implementation and verification. In 
other words, when faced with a problem, the person carefully and systematically gathers 
facts and information, identifies demands and obstacles, sets problem-solving goals, 
generates a variety of different alternative solutions, evaluates the possible consequences, 
judges and compares the alternatives, and chooses and implements a solution while 
carefully monitoring and evaluating the outcome. Each task has its own distinct 
contribution toward the discovery of an adaptive solution or coping response in a 
particular problem solving situation. Therefore, according to the problem solving model, 
effective solutions are those coping responses that not only achieve such goals, but also 
simultaneously maximize other positive consequences or benefits and minimize other 
negative consequences or costs (Nezu, 2004). Relevant consequences include both 
personal and social outcomes, as well as long-term and short-term outcomes. 
Impulsivity/Carelessness Style (ICS) is a dysfunctional problem solving pattern 
characterized by active attempts to apply problem solving strategies and techniques. 
However, these attempts are narrow, impulsive, careless, hurried, and incomplete. A 
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person who rates high on this dimension considers only a few solution alternatives, often 
impulsively going with the first idea that comes to mind. In addition, alternatives and 
consequences are scanned quickly, carelessly, and unsystematically, and solution 
outcomes are monitored and evaluated carelessly and inadequately. 
Lastly, the Avoidance Style (AS) is another dysfunctional problem solving 
dimension characterized by procrastination, passivity or inaction, and dependency. An 
individual high on this dimension prefers to avoid problems rather than confront them, 
puts off solving problems for as long as possible, waits for problems to resolve 
themselves, and attempts to shift the responsibility for solving his or her problems to 
others. 
According to the social problem solving model, PPO and RPS represent 
constructive dimensions, whereas NPO, ICS, and AS are viewed as dysfunctional 
dimensions. As such, PPO and RPS would be expected to negatively correlate with 
psychological distress, whereas the NPO, ICS, and AS would be expected to positively 
correlate with distress. The direct objectives of training individuals in a problem solving 
approach would be to foster improvements in the constructive dimensions and to 
facilitate decreases in the dysfunctional dimensions.  
1.4.2.4. Empirical support. Research on problem solving ability has demonstrated 
that it is significantly associated with measures of psychological distress, including 
depression (Gotlib & Asarnow, 1979; Zemore & Dell, 1983; A. M. Nezu & Ronan, 1987, 
1988; A. M. Nezu, 1985, 1986a) and anxiety (A. M. Nezu, 1985, 1986b; A. M. Nezu & 
Carnevale, 1987). Despite the use of different measures of problem solving ability, these 
studies have consistently identified a strong association between depression and problem 
 
 
46   
                           
 
 
 
solving deficits. Specifically, depressed groups demonstrated lower general problem 
solving ability or aspects of problem solving ability than non-depressed groups, and the 
depression-associated differences in problem solving were not found to be a function of 
differences in intellectual functioning (Gotlib & Asarnow, 1979). Consistent with these 
findings, ineffective problem solvers reported higher depression and anxiety scores than 
those who were classified as effective problem solvers (A. M. Nezu, 1985, 1986b). 
Similar findings were also found in a study that evaluated the relation between 
posttraumatic stress disorder (PTSD), interpersonal problem solving, and coping (A. M. 
Nezu & Carnevale, 1987). Combat veterans with PTSD reported less effective problem 
solving and less problem-focused coping reactions than combat veterans with adjustment 
problems, leading the authors of this study to suggest that ineffective problem solving 
coping with current stressors may serve to maintain the PTSD symptomatology. For a 
comprehensive review of studies examining the social problem solving-distress 
relationship, please refer to Nezu (2004). The author reviews substantial research 
documenting the association between various problem solving deficits and negative 
affect. 
More relevant to the transactional model, social problem solving has been 
evaluated as a moderator or attenuator of the negative effects of stressful events (A. M. 
Nezu & D’Zurilla, 1989). A moderator is defined as a third variable that affects the 
direction and/or strength of the relation between an independent variable and a dependent 
variable (Baron & Kenny, 1986). The findings to date provide evidence that social 
problem solving is a significant moderator of the relationship between stressful events 
and consequent psychological distress (Nezu, 2004). A. M. Nezu, C. M. Nezu, 
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Saraydarian, Kalmar, and Ronan (1986) found that social problem solving served as a 
moderator between negative stressful life events and depressive symptoms among 
university students. They found that students who were classified as effective problem 
solvers reported significantly lower levels of depressive symptoms under high levels of 
stress than did those classified as ineffective problem solvers also under high levels of 
stress. While this study provided preliminary support for problem solving as a moderator 
of stress-related depression, its cross-sectional nature limited the conclusions that could 
be drawn. A. M. Nezu and Ronan (1988) attempted to address this methodological issue 
by examining the moderating effects of social problem solving on consequent depressive 
symptoms within a prospective design. Results similar to those of the A. M. Nezu et al. 
(1986) study were found. Specifically, under similarly high levels of stress, university 
students classified as effective problem solvers reported significantly lower depression 
scores than those classified as ineffective problem solvers. These results supported the 
presence of moderating effects of problem solving relative to negative stressful life 
events and depressive symptoms, suggesting that social problem solving was an effective 
means of coping with stress-related depression. Social problem solving was also found to 
be a significant moderator of stress-related anxiety (A. M. Nezu, 1986b). Collectively, 
the results of these studies suggest that ineffective problem solving skills can create a 
potential vulnerability for depression and anxiety under stressful conditions. 
Outcome studies on problem solving training (PST) have been used to investigate 
the role of social problem solving in a wide variety of patient populations with 
psychological and health problems, such as agoraphobia, obesity, substance use 
disorders, schizophrenia, mental retardation, and cancer (C. M. Nezu, A. M. Nezu, & 
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Houts, 1993; C. M. Nezu et al., 1999; D’Zurilla & A. M. Nezu, 1999). Although not all 
the outcome studies conducted provided uniform support for the efficacy of PST, the 
preponderance of the data strongly underscore its effectiveness as a clinical intervention 
across ages, patient samples, types of problems, treatment settings, and manner of 
implementation (D’Zurilla & A. M. Nezu, 1999). In addition to these clinical 
applications, the use of a clinical decision-making model based on the problem solving 
approach for case formulation has been illustrated in various client populations in an 
attempt to systematically guide clinical thinking and action in the practice of behavior 
therapy (A. M. Nezu & C. M. Nezu, 1989; C. M. Nezu & A. M. Nezu, 1985). The 
application of the social problem solving model to the process of clinical supervision has 
also been discussed, with a specific focus on the issue of problems related to trainee 
discussion of emotional reactions to patients (A. M. Nezu, Saad, & C. M. Nezu, 2000). 
Collectively, these newer applications highlight the multiple applicability of the problem 
solving model in clinical practice via its use in case formulation and clinical decision-
making. 
The social problem solving framework has also been applied to better understand 
the experience of family caregivers who care for individuals with chronic illnesses and/or 
physical disabilities at home, including caregivers of HIV/AIDS individuals (Nezu, 
Palmatier, & Nezu, 2004; Good, 2003). Caregivers of HIV/AIDS individuals have been 
found to experience significant levels of distress, such as depression, increased negative 
ruminations, anxiety, and physical or health problems, due to increased demands and 
burdens associated with the caregiving role (Nezu et al., 2004). Interventions for 
caregivers are needed to help them cope effectively with their distress and to maintain 
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their own well-being, as well as to continue to positively contribute to the quality of life 
of those under their care. It has been suggested that problem solving-based treatment 
interventions may be beneficial for caregivers of individuals suffering from a variety of 
chronic illnesses, such as HIV/AIDS, because research has demonstrated that 
interventions based on this model have been effective with similar problems experienced 
by other caregiver populations (Nezu et al., 2004). As such, problem solving-based 
interventions can provide a much needed resource for HIV/AIDS caregivers, by helping 
them effectively manage the various psychosocial problems that they may encounter 
during their caregiving experience. It is believed that the benefits of problem solving-
based interventions may also be generalized to health and mental health providers of 
HIV/AIDS individuals. 
Only a limited number of studies have explored the relationship between social 
problem solving and burnout. Elliot, Shewchuk, Hagglund, Rybarczyk, and Harkins 
(1996) evaluated the relation of problem solving confidence, perceived tolerance, and 
situation-specific coping efforts to occupational burnout among nurses in physical 
rehabilitation units. Consistent with predictions, confidence in one’s ability to handle 
problems and perceived tolerance were significantly predictive of lower burnout scores, 
regardless of time spent on the job. Of the coping variables, emotion-focused coping was 
significantly associated with higher burnout scores. One study attempted to explore the 
relationship between social problem solving and burnout in mental health professionals. 
Garcia-Villamisar & Muela, (2000) evaluated the relation between burnout and styles of 
interpersonal problem solving in a sample of job coaches and therapists for autistic adults 
participating in a supported employment program. Emotional exhaustion and 
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depersonalization were found to be related to negative problem solving styles, inability to 
solve problems rationally, and lack of efficacy implementing and verifying solutions to 
problems. The results also indicated that subjects without burnout symptoms had better 
problem solving abilities. Problem solving styles were not related to personal 
accomplishment in subjects with or without burnout symptoms.  
1.5 Social Problem Solving Ability as a Moderator of Occupational Stress and Burnout 
Currently, studies that specifically explored the relationship between social 
problem solving and burnout are quite limited, and the existing literature can greatly 
benefit from additional research on this topic. To date, the moderating role of social 
problem solving ability in buffering against burnout has not been evaluated. Given the 
difficulties often encountered by mental health professionals working with HIV/AIDS 
individuals, effective coping strategies are needed to manage the ongoing work-related 
demands to prevent the experience of burnout and other negative consequences of 
burnout. Based on the current literature, coping style appears to play a significant role in 
determining mental health professionals’ adaptation to occupational stress and symptoms 
associated with the burnout syndrome. This study proposed that the problem solving 
model of stress may be applied to mental health professionals who work with HIV/AIDS 
individuals, and that social problem solving ability may be an effective coping response 
pattern that moderates the effects of occupational stress on burnout in this group of 
professionals.   
The purpose of this study was to contribute to both the problem solving and 
burnout literature. If social problem solving ability is found to have significant 
relationships with burnout, it can potentially lead to future treatment outcome studies 
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given the limited intervention studies in burnout research (Maslach et al., 1996). As such, 
evaluating mental health professionals’ social problem solving ability may have practical 
significance with regard to managing professional burnout, and can potentially have 
training implications. Educational and occupational programs may choose to incorporate 
a problem solving component into their existing training programs as a way to minimize 
the risks and negative effects of burnout in mental health professionals to protect mental 
health provider well-being and maintaining more optimal service delivery and quality of 
care, especially when working with higher stressed populations such as HIV/AIDS. 
Although it has been recommended that some form of problem solving training be 
incorporated into stress reduction programs aimed at targeting burnout and professional 
distress (Stevens & Pfost, 1983; Norvell, Belles, Brody, & Freund, 1987), intervention 
studies that specifically evaluated the effectiveness of problem solving training with 
respect to burnout have not been conducted. This study is considered preliminary in its 
attempts to explore the relationships between occupational stress, social problem solving 
ability, and burnout. The results of this study may give way to a new body of research 
and discussion. 
1.5.1. Study Objectives and Hypotheses 
 The current study had three objectives. The first objective was to examine the 
relationships between occupational stress, social problem solving ability, and the three 
dimensions of burnout among mental health professionals who work with HIV/AIDS 
individuals. The second objective involved predicting the dimensions of burnout from 
occupational stress and social problem solving ability. Lastly, the third objective involved 
examining whether social problem solving ability functions as a significant moderator of 
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the occupational stress and burnout relationship. Within a correlational analysis 
framework, a moderator is a third variable that affects the zero-order correlation between 
two other variables. The moderator effect can be described as an interaction between an 
independent variable and a moderator variable, such that the relationship between the 
independent and dependent variable is conditional upon the level of the moderator (Baron 
& Kenny, 1986; Lindley & Walker, 1993).  
 A number of hypotheses were evaluated in this study based upon the existing 
literature on occupational stress, social problem solving, and burnout: 
 (1) Relationships between occupational stress, social problem solving ability, 
and burnout: 
(a) Occupational stress was hypothesized to positively correlate with emotional 
exhaustion and depersonalization. Occupational stress was not hypothesized to 
significantly correlate with personal accomplishment. 
1b) Social problem solving ability was hypothesized to negatively correlate with 
emotional exhaustion and depersonalization. Social problem solving ability was not 
hypothesized to significantly correlate with personal accomplishment. Of the five 
interrelated social problem solving dimensions, the dysfunctional dimensions (i.e., 
negative problem orientation, avoidant and/or impulsive style of problem solving) were 
hypothesized to positively correlate with emotional exhaustion and depersonalization. 
(2) Occupational stress and social problem solving ability as predictors of 
burnout: 
(a) Occupational stress was hypothesized to be a significant predictor of 
emotional exhaustion and depersonalization over and above potentially confounding 
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variables (demographic, professional, and negative life stress factors) that were 
determined a priori. Occupational stress was not hypothesized to be a significant 
predictor of personal accomplishment.  
(b) Social problem solving ability was hypothesized to be a significant predictor 
of emotional exhaustion and depersonalization over and above potentially confounding 
variables (demographic, professional, and negative life stress factors) that were 
determined a priori and occupational stress. Social problem solving ability was not 
hypothesized to be a significant predictor of personal accomplishment.  
(3) Social problem solving ability as a moderator of occupational stress and 
burnout: 
(a) Social problem solving ability was hypothesized to significantly moderate the 
effects of occupational stress on burnout among mental health professionals who work 
with HIV/AIDS individuals. Specifically, more effective social problem solving would 
buffer against the effects of higher levels of occupational stress on emotional exhaustion 
and depersonalization.  
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2. METHOD 
2.1. Participants 
Eligibility for participation in this study was based on the following inclusion and 
exclusion criteria: 
2.1.1. Inclusion Criteria 
Individuals eligible for study participation included those who (a) were between 
the ages of 18 to 70; (b) belonged to one of the following mental health professional 
groups: Psychiatrists, Clinical/Counseling Psychologists, Therapist/Counselors, Social 
Workers, or Case Managers; (c) identified themselves as working directly with 
HIV/AIDS patients/clients (i.e., face-to-face contact with HIV/AIDS clients and related 
clinical responsibilities); (d) were employed at least 35 hours per week; and (e) identified 
that at least 20% of their weekly work hours (e.g., at least 8 hours out of a 40-hour work 
week) was spent servicing HIV/AIDS patients/clients, which included face-to-face 
contact and related clinical responsibilities.  
2.1.2. Exclusion Criteria 
Individuals excluded from this study included those who (a) were less than 18, or 
above 70, years of age; (b) did not belong to any of the mental health professional groups 
as defined in the study inclusion criteria; (c) identified themselves as not working directly 
with HIV/AIDS patients/clients; (d) were employed less than 35 hours per week; and (e) 
identified that less than 20% of their weekly work hours was spent servicing HIV/AIDS 
patients/clients. 
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2.1.3. Description of the Sample 
 The sample for this study was comprised of 78 participants meeting study 
inclusion criteria, of which 32.1% (n = 25) were males and 67.9% (n = 53) were females. 
Participants came from 15 different states across the country, with the majority (75.6%; n 
= 54) from the Southern region (AL, DC, FL, MD, VA), followed by the Northeast 
region (14.2%; n = 11; MA, NH, NY, PA, RI), the Western region (7.7%; n = 6; CA, CO, 
WA), and the Midwest region (2.6%; n = 2; IL, MI). The age of the participants covers a 
relatively wide range, with 15.4% (n = 12) between 26 to 35 years of age, 21.8% (n = 17) 
between 36 to 45 years of age, 38.5% (n = 30) between 46 to 55 years of age, 21.8% (n = 
17) between 56 to 65 years of age, and 2.6% (n = 2) between 66 to 70 years of age. 
Further, 74.4% (n = 58) of this sample were Caucasian, 16.7% (n = 13) were African 
American, 5.1% (n = 4) were Asian, 2.6% (n = 2) were Hispanic, and 1.3% (n = 1) 
selected the “other” category (i.e., multiracial). With respect to marital/relationship 
status, 33.3% (n = 26) of this sample was single, 39.7% (n = 31) were married, 9.0% (n = 
7) were divorced, and 17.9% (n = 14) were cohabitating with a significant other. 
Educationally, 21.8% (n = 17) received a doctoral degree, 3.8% (n = 3) received a 
medical degree, 50.0% (n = 39) received a master’s degree, 16.7% (n = 13) received a 
bachelor’s degree, 6.4% (n = 5) received an associate’s degree, and 1.3% (n = 1) received 
a high school diploma or GED.  
 Regarding occupation, 17.9% (n = 14) of this sample was currently employed as 
clinical/counseling psychologists, 3.8% (n = 3) were employed as psychiatrists, 25.6% (n 
= 20) were employed as therapists/counselors, 25.6% (n = 20) were employed as social 
workers, 25.6 (n = 20) were employed as case managers, and 1.3% (n = 1) selected the 
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“other” category as their current occupation (i.e., HIV Educator). In terms of annual 
salary, 38.5% (n = 30) fell in the $25,000 to $50,000 range, 43.6% (n = 34) in the 
$50,000 to $75,000 range, 6.4% (n = 5) in the $75,000 to $100,000 range, and 11.5% (n = 
9) had an annual salary above $100,000.  
 The majority of the professionals in this sample primarily worked in outpatient 
settings only (87.2%; n = 68), while a small percentage worked in only inpatient settings 
(3.8%; n = 3) or both types of settings (9.0%; n = 7). For those who identified inpatient 
setting as their primary work site, 70% (n = 7) worked in a general hospital setting, 20% 
(n = 2) worked in a psychiatric setting, and 10% (n = 1) did not specify the type of 
inpatient setting. For those who identified outpatient setting as their primary work site, 
29.3% (n = 22) worked in hospital-based clinics, 40.0% (n = 30) worked in community 
health clinics, 10.7% (n = 8) worked in community mental health clinics, 5.3% (n = 4) 
worked in substance abuse clinics, 14.7% (n = 11) worked in private practice (non-
hospital based), and 5.3% (n = 4) worked in group practice. Additionally, only 8.9% (n = 
7) of the participants worked at more than one outpatient site. In addition to providing 
direct clinical service, 62.8% (n = 49) of the participants reported additional work 
activities and responsibilities. This included clinical training and/or supervision (42.3%; n 
= 33), teaching (non-clinical; 17.9%; n = 14), research (12.8%; n = 10), administrative 
duties (25.6%; n = 20), and “other” responsibilities (9.0%; n = 7).  
 Participants reported an average of working 41 hours per week (M = 41.54, SD = 
6.04). An average of 26 hours were devoted to clinical work (M = 25.70, SD = 10.13), of 
which 19 hours were specifically devoted to HIV/AIDS clinical work (M = 18.83, SD = 
9.67). The average total clinical caseload was 49 (M = 48.99, SD = 65.02). The average 
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total HIV-specific caseload was 35 (M = 34.63, SD = 47.82), 16 of which were 
characterized as AIDS cases (M = 15.74, SD = 21.62) and 20 were characterized as co-
occurring HIV/AIDS and substance abuse/dependence cases (M = 19.55, SD = 39.34). 
The participants also reported having an average of 16 years of clinical experience (M = 
16.47, SD = 10.06), and an average of 10 years of clinical experience specific to HIV 
clinical work (M = 9.92, SD = 6.31).  
 With regard to perceived work support, participants in this sample reported 
different frequencies of supervisory and co-worker support, with the majority receiving 
some extent of supervisory and co-worker support. Approximately 14.1% (n = 11) 
reported ‘never’ receiving supervisory support and 1.3% (n = 1) reported ‘never’ 
receiving co-worker support; 19.2% (n = 15) ‘seldom’ received supervisory support and 
10.3% (n = 8) ‘seldom’ received co-worker support; 30.8% (n = 24) ‘sometimes’ 
received supervisory support and 23.1% (n = 18) ‘sometimes’ received co-worker 
support; 21.8% (n = 17) ‘often’ received supervisory support and 37.2% (n = 29) ‘often’ 
received co-worker support; while 14.1% (n = 11) ‘always’ received supervisory support 
and 28.2% (n = 22) ‘always’ received co-worker support. 
 Participants were also asked to report on any negative life stress that they have 
experienced over the past year. On average, the level of negative life stress experienced 
by this sample (M = 5.18, SD = 4.52) was comparable to that of the normative sample (M 
= 4.66, SD = 4.36 for males; M = 5.64; SD = 6.43 for females; Sarason, Johnson, & 
Siegel, 1978). Participant demographic and professional information is summarized in 
Table 1.  
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2.2. Design and Procedure 
This study followed a cross-sectional and correlational design using a survey 
procedure. Participants for this study were recruited from two national professional 
organizations and two local clinical/administrative agencies according to the following 
specifications: (a) Members of the Society for Behavioral Medicine (SBM) identified as 
mental health professionals, with “HIV/AIDS” as one of their areas of specialty, and 
“clinical work” as one of their professional activities; (b) Members of the National 
Association of Social Workers (NASW) who were listed in their on-line 13th edition of 
the Register of Clinical Social Workers, with “HIV” as their practice category; (c) Case 
Managers funded by the Maryland AIDS Administration (MDAA); and (d) Mental health 
providers on staff at the Whitman-Walker Clinic (WWC) in the Washington, DC 
metropolitan area, as well as providers who were listed in the WWC’s Volunteer 
Therapist Network. A pooled list of 248 potential participants was identified, of which 
200 were randomly selected for study recruitment (i.e., 31 from SBM, 45 from NASW, 
68 from MDAA, 56 from WWC).  
The decision to randomly select out 200 potential participants was based on an a 
priori estimation of the power and sample size needed for this study in addition to special 
considerations with regard to resource limitations. It has been proposed that an alpha 
level of .05 be used as a convention for significance, a level of .80 be used as a 
convention for power, and .10, .30, and .50 be used as the conventional definitions for 
small, medium, and large effect sizes, respectively (Cohen & Cohen, 1983). Many 
researchers have noted that small and medium effect sizes are very common in social 
science research (Stevens, 1996). A review of the burnout literature indicates effect sizes 
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falling in the small to medium range, while the problem solving literature indicates effect 
sizes falling in the medium range. To be consistent with previous findings, a small to 
medium effect size of .20 was used to conduct the power analysis to determine the 
number of participants needed for this study. Following the method for power analysis as 
outlined in Cohen and Cohen (1983), it was determined that an estimated sample size of 
89 was needed to detect a small to medium population effect size of .20 with an 80% 
probability at a 95% confidence level for 14 independent variables when conducting 
multiple regression analyses. Because the Tailored Design Method has been suggested to 
yield a return rate of at least 60% in several survey research contexts (Dillman, 2000), at 
least 149 potential participants were needed in order to acquire an estimated sample size 
of 89 when taking the anticipated return rate into account. It has been suggested that 
sample sizes of 100 will detect fairly small effect sizes (Hair, Anderson, Tatham, & 
Black, 1995). Generally, when sample size is large (100 or more), power is less of an 
issue (Stevens, 1996). It is when sample size is small that it is imperative to be very 
sensitive to the possibility of poor power, or committing a type II error (i.e., failure to 
reject the null hypothesis when it is false). In an attempt to be more conservative, while 
taking resource limitations into consideration, 200 potential participants were randomly 
selected from the pooled list of mental health professionals for study recruitment.  
The 200 potential participants were contacted via post using the Tailored Design 
Method as suggested by Dillman (2000). The survey procedure for this study consisted of 
four separate mailings to each of the 200 randomly selected potential participants: 
(1) The first mailing consisted of a brief prenotice letter, which was sent to each 
of the randomly selected potential participants three days prior to sending them the 
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survey with the study questionnaires. The purpose of this letter was to inform potential 
participants that questionnaires for an important survey would be arriving in a few days.  
(2) The second mailing (survey questionnaires) consisted of the following: (a) a 
detailed cover letter describing the research survey; (b) study questionnaires; (c) a pre-
addressed, postage-paid return envelope; and (d) a one dollar bill as a token of 
appreciation for considering study participation and completing the survey. The study 
questionnaires were pre-stamped with an arbitrary number that would only be used to 
identify the recruitment source for data analysis purposes. To ensure anonymity, potential 
participants were instructed to not include any personal identifiers when completing and 
returning the completed surveys. Potential participants who declined participation, or felt 
that they were mistakenly contacted, were asked to indicate so by completing the 
anonymous Decline Participation Form and returning the unanswered study 
questionnaires in the pre-addressed, postage-paid envelope.    
(3) The third mailing was sent one week following the second mailing to all the 
randomly selected potential participants. It consisted of a thank you postcard expressing 
appreciation for those professionals who have completed and returned the survey. The 
postcard also noted that for those who have not yet completed or returned the survey, it 
was hoped that it would be returned soon.  
(4) A fourth and final mailing was sent two weeks following the third mailing to 
all the randomly selected potential participants. It consisted of a final letter thanking 
those who have completed and returned the survey. For those who declined participation, 
or felt that they were mistakenly contacted, they were asked to indicate so by completing 
the anonymous Decline Participation Form and returning the unanswered study 
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questionnaires in the pre-addressed, postage-paid envelope. For those who have not yet 
completed or returned the survey, a deadline (i.e., two weeks after the date for the final 
mailing) was also provided for returning completed surveys. 
 Completed surveys that were returned were coded upon receipt, and they were 
evaluated according to the study inclusion and exclusion criteria. Those meeting study 
criteria were included for subsequent data analysis. 
A total of 126 professionals responded to the survey, for a return rate of 63.0%. 
Of these 126 professionals, 86 completed the survey and 40 declined participation. Of the 
86 professionals who completed the survey, 78 met study inclusion criteria (i.e., 39% of 
the recruitment sample). These 78 professionals comprised the sample for this study (N = 
78), of which 46.2% (n = 36) were from MDAA, 16.7% (n = 13) from NASW, 12.8% (n 
= 10) from SBM, and 24.4% (n = 19) from WWC.  
Of the professionals who declined participation, 87.5% (n = 35) cited not fitting 
the study inclusion criteria as the reason for their decline, while 12.5% (n = 5) either did 
not provide a reason or cited not wanting to participate as their reason for declining 
participation. Eight potential participants who completed the survey were excluded from 
the study, of which 7 were excluded based on study exclusion criteria, and 1 was 
excluded due to an excess of missing data. Compared to professionals who completed the 
survey, most of those who declined participation came from the NASW recruitment 
source, were slightly older, and had a slightly higher salary. Those who declined 
participation were also less involved in providing direct service (e.g., more administrative 
work), and comprised a greater percentage of clinical/counseling psychologists who hold 
doctoral degrees. 
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2.3. Study Measures  
2.3.1. Demographic and Professional Information 
 The Background Questionnaire contains questions on demographic and 
professional variables (DPV) including age, sex, race/ethnicity, marital/relationship 
status, education, income, primary work setting, hours of direct clinical service with 
HIV/AIDS patients per week, HIV/AIDS caseload, and years of experience in providing 
direct clinical service to HIV/AIDS patients. The research literature reviewed in 
preparation for this study found some evidence that these type of variables might have 
some effect on burnout measures (Maslach, 1981b, 1982; Pines et al., 1981; Farber, 1985; 
Lecroy & Rank, 1987; Ackerley et al., 1988; Raquepaw & Miller, 1989; Ross et al., 
1989; Thorton, 1992; Hoeksma, Guy, Brown, & Brady, 1993; Carney et al., 1993); 
however, the findings were generally inconsistent and inconclusive (Leiter & Harvie, 
1996). Given the past findings, these variables, in addition to recruitment source (another 
professional factor), were treated as the potentially confounding variables for this study. 
The research questions of interest were evaluated after first controlling for the effects of 
these potentially confounding variables. Additional professional information (i.e., current 
occupation, State of practice, work activities and responsibilities, hours worked per week, 
hours of direct clinical service per week, total clinical caseload, AIDS caseload, 
HIV/AIDS-substance abuse/dependence caseload, years of experience in providing direct 
clinical service, extent of supervisor support, extent of co-worker support) was also 
collected and evaluated descriptively.  
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2.3.2. Life Stress 
Various life events experienced by mental health professionals could also 
potentially confound burnout measures. In order to derive any clear conclusions 
pertaining to the effects of occupational stress on burnout, it would be necessary to first 
control for the effects of life stress on burnout. The Life Experiences Survey (LES; 
Sarason, et al., 1978) is a 60-item self-report measure of various life events that are 
common to individuals in a wide variety of situations. The LES has two sections: Section 
I lists 47 specific events plus 3 fill-in-the-blank items designed for use with all 
respondents drawn from the general population; Section II lists 10 events designed 
primarily for use with students and changes experienced in the academic environment. As 
such, only Section I of the LES was used for this study. Respondents are asked to indicate 
events that they have experienced during the past year (e.g., ‘Death of a close family 
member’, ‘Major change in financial status’), and rate the positive or negative impact of 
these events on their lives on a 7-point Likert scale ranging from extremely negative (-3) 
to extremely positive (+3). A positive change score (i.e., positive life stress) can be 
obtained by summing the impact ratings of those events designated as positive. A 
negative change score (i.e., negative life stress) is derived by summing the impact ratings 
of those events experienced as negative. A total change score can be obtained by adding 
the positive and negative change scores, which represents the total amount of rated 
change (i.e., total life stress) experienced during the past year. The LES has demonstrated 
substantial construct validity (Christensen, 1981), and seems to have moderate reliability, 
especially when the negative and total change scores are considered. Test-retest 
coefficients have ranged from 0.56 to 0.88 for the negative change score, and 0.63 to 0.64 
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for the total change score (Sarason et al., 1978). Negative change scores have consistently 
been found to be the optimal predictor of adaptational outcomes. Significant associations 
have been found between negative life stress and psychological symptomatology, and 
physical illness (Sarason et al., 1978). Therefore, only negative change scores were used 
in the data analysis for this study. For more straightforward interpretations, negative 
change scores were replaced with positive integers so that a higher positive score 
represents greater negative stress.  
It is important to note that minor wording changes were made to the original 
instrument for the purpose of simplifying the instructions. Respondents were asked to 
indicate how long ago the event occurred by noting the time period in “number of 
months” as opposed to selecting either “0 to 6 months” or “7 months to 1 year” in the 
original instrument. No changes were made to any of the life event items in the original 
instrument. Similar wording changes to the LES instrument have been made in other 
studies (e.g., Nezu, 1986b; Nezu et al., 1986), and these changes were not expected to 
alter the reliability and validity of the instrument.  
2.3.3. Occupational Stress 
The Mental Health Professionals Stress Scale (MHPSS; Cushway, Tyler, & 
Nolan, 1996) is a 42-item self-report instrument that identifies sources of stress for 
mental health professionals corresponding to seven subscales: Workload (MHPSS-wkl; 
e.g., “Too much work to do”), Client-Related Difficulties (MHPSS-crd; e.g., “No change 
or slowness of change in clients/patients”), Organizational Structure and Processes 
(MHPSS-osp; e.g., “Lack of support from management”), Relationships and Conflicts 
with Other Professionals (MHPSS-rcp; e.g., “Conflict with other professionals”), Lack of 
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Resources (MHPSS-loc; e.g., “Lack of adequate staffing”), Professional Self-Doubt 
(MHPSS-psd; e.g., “Feeling inadequately skilled for working with different client 
populations”), Home-Work Conflict (MHPSS-hwc; e.g., “Taking work home”). 
Respondents are asked to rate the sources of pressure at work on a 4-point Likert scale 
ranging from 1 (“does not apply to me”) to 4 (“does apply to me”). Individual item 
responses may be summed for groups of items as well as for all 42 items to provide 
subscale and total scores, respectively. MHPSS was found to have good internal 
consistency (Cronbach’s alpha = 0.87 to 0.94) and preliminary evidence suggests that the 
concurrent validity is good, with the MHPSS significantly correlating with self-reported 
level of stress, job satisfaction, quality of social support, and measures of distress (i.e., 
Symptoms Checklist [SCL-90-R] and General Health Questionnaire [GHQ-28]). Both 
subscale and total scores were used for the correlational analyses with the other variables 
of interest, while only the total scores were used for the regression analyses. It is 
important to note that a minor wording change was made to item 10 of the original 
instrument (i.e., “line manager” was replaced with “supervisor”). This change was not 
expected to alter the reliability and validity of the instrument.  
2.3.4. Social Problem Solving Ability 
The Social Problem-Solving Inventory-Revised: Short Form (SPSI-R:S; D’Zurilla 
et al., 2002) is a 25-item, self-report instrument that assesses an individual’s social 
problem solving ability. Respondents are asked to rate their affective, behavioral, or 
cognitive response to problem situations that occur in life based on a 5-point Likert scale 
ranging from 0 (“not at all true of me”) to 4 (“extremely true of me”). The SPSI-R:S 
measures five major subscales that are linked to the five-dimensional model of social 
 
 
66   
                           
 
 
 
problem solving. Specifically, it is comprised of two constructive or adaptive problem 
solving dimensions (positive problem orientation [PPO] and rational problem solving 
[RPS]) and three dysfunctional dimensions (negative problem orientation [NPO], 
impulsivity/carelessness style [ICS], and avoidance style [AS]). A total or general social 
problem solving (SPS) score may be obtained with this inventory, with greater social 
problem solving scores indicating greater effectiveness in a person’s social problem 
solving skills (D’Zurilla et al., 2002). Estimates for the internal consistency for the SPSI-
R scales have ranged from 0.76 for PPO to 0.92 for RPS, and test-retest reliability have 
ranged from 0.72 for PPO to 0.88 for NPO (D’Zurilla, et al., 2002). D’Zurilla et al. 
(2002) have reported data that strongly supports the content, concurrent, and predictive 
validity of the SPSI-R. Both the total and dimension social problem solving scores were 
used for the correlational and regression analyses for this study. 
2.3.5. Professional Burnout 
The Maslach Burnout Inventory (MBI; Maslach & Jackson, 1996) is a 22-item, 
Likert-type, self-report instrument designed to assess the frequency of perceived burnout 
among the helping professions in terms of three dimensions: Emotional Exhaustion 
(MBI-EE), Depersonalization (MBI-D), and Personal Accomplishment (MBI-PA). 
Emotional Exhaustion refers to feelings of being exhausted and overextended by work. 
Depersonalization concerns the feeling of treating patients in an impersonal way. Lack of 
Personal Accomplishment describes feelings of lack of competence and personal 
achievement in dealing with patients. Each item is rated on a 7-point frequency scale (i.e., 
how often such a feeling exists). The possible range of scores for MBI-EE, MBI-D and 
MBI-PA is 0-54, 0-30, and 0-48, respectively. Following the MBI categorization of 
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scores, a high degree of burnout is indicated by high scores on emotional exhaustion and 
depersonalization, and low scores on personal accomplishment when compared to the 
normative sample. Given the inconsistencies in the measurement of burnout as well as in 
the scoring and analysis of the MBI in past studies, Maslach et al. (1996) recommended 
using the full MBI with the frequency ratings, reporting descriptive statistics on all three 
subscales, reporting correlations of all predictors with all three subscales, and reporting 
the third scale as personal accomplishment (i.e., instead of reduced personal 
accomplishment). All three subscale scores were used for the correlational and regression 
analyses for this study. 
2.4. Data Analysis 
 All data was analyzed using SPSS 14.0 statistical software for Windows.  
Prior to testing the research hypotheses, variables were inspected to detect data entry 
errors, missing data, outliers, and assess the assumptions of multivariate analysis (i.e., 
multivariate normality, linearity, homoscedasticity, and multicollinearity). Out of the 78 
cases in this sample, 7 had missing items on the SPSI-R:S, but none of which exceeded 
the maximum allowable number of missing responses to render the results invalid. 
Missing data was replaced according to the procedures in the SPSI-R manual (D’Zurilla 
et al., 2002). None of the remaining 71 cases had missing data, and all values were within 
range and had plausible means and standard deviations.  
 Because violations of univariate normality may influence multivariate normality, 
the distributions of individual variables were evaluated. Analyses were also performed to 
detect the presence of outliers and influential data points. Results of these analyses 
revealed that a number of variables were non-normally distributed and that univariate 
 
 
68   
                           
 
 
 
outliers were present. As such, data transformation of these variables was considered to 
adjust for skew and reduce the impact of outliers. Square root transformation was applied 
to independent and dependent variables with positively-skewed distributions (i.e., MBI-
D, MHPSS-rcp, MHPSS-loc, MHPSS-psd, MHPSS-hwc, NPO, ICS, AS). Because of the 
presence of zero values in the variables with positively-skewed distributions, a constant 
(1.0) was added to each score prior to taking the square root transformation (Tabachnick 
& Fidell, 1989; Osborne, 2002). For variables with negatively-skewed distributions (i.e., 
MBI-PA, PPO), data was reflected and then transformed by taking the square root. 
Evaluation of univariate outliers following data transformations revealed that they were 
significantly reduced, and none of the remaining outliers were considered extreme. 
Analysis of multivariate outliers identified two extreme multivariate outliers with the 
same Mahalanobis Distance values. There is no consensus on how multivariate outliers 
should be handled since there is no sure way to tell if an outlier is actually from a 
different population or just extreme (Allison & Gorman, 1993). Therefore, some 
researchers do not favor elimination of cases, especially if they are not due to data 
handling errors and are believed to be properly part of the population from which a 
researcher intended to sample (Tabachnick & Fidell, 1986; Allison & Gorman, 1993). It 
has been suggested that the preferred option for handing outliers is to perform the 
analyses both with and without the outliers to determine whether removal of the outlying 
cases would alter the results in any significant way (Allison & Gorman, 1993). As such, 
the data analyses for this study were performed with and without the two multivariate 
outliers as mentioned above. The results from both sets of analyses were essentially the 
same, as were the interpretation of findings. Therefore, the multivariate outliers were 
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retained and the results obtained with the outliers are presented here. Inspection of 
scatterplots of residuals following data transformations revealed that the assumptions of 
multivariate normality, linearity, homoscedasticity, and independence of residuals were 
met. There was also no evidence of multicollinearity or singularity (i.e., correlations 
between the independent variables were less than .90).  
 Prior to testing the study hypotheses, a series of preliminary analyses were 
conducted. Univariate analyses were conducted to provide descriptive information for 
measures of occupational stress, social problem solving ability, and burnout. The 
potentially confounding variables (demographic, professional, and negative life stress 
factors) that were determined a priori were also evaluated to determine their individual 
relationships with burnout. Potentially confounding variables that were measured on 
continuous scales (i.e., HIV clinical hours, HIV/AIDS caseload, and HIV clinical 
experience, negative life stress) were evaluated via Pearson correlations. For the 
potentially confounding variables measured on nominal scales (i.e., sex, age, race, 
marital/relationship status, education, recruitment source, annual salary, primary work 
setting), they were dummy-coded in order to evaluate their relationships to burnout via 
standard multiple regressions. It is important to note that the scores for negative life stress 
were transformed (i.e., adding a constant of 1.0 followed by a square root transformation) 
in order to adjust for positive skewness. The transformed values were used in both the 
correlational and subsequent regression analyses. 
 To test the first objective of the study, bivariate relationships were evaluated 
using Pearson correlations for measures of occupational stress, social problem solving 
ability, and burnout. To test the second and third objectives of the study, a series of 
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blockwise hierarchical multiple regression analyses were conducted to: (a) evaluate the 
importance of occupational stress and social problem solving ability as predictors of 
burnout, and (b) determine whether social problem solving ability moderates the effects 
of occupational stress on burnout, while controlling for the effects of potentially 
confounding variables (demographic, professional, and negative life stress factors) that 
were determined a priori among mental health professionals who work with HIV/AIDS 
individuals. Specifically, the three burnout dimension scores (i.e., emotional exhaustion 
[MBI-EE], depersonalization [MBI-D], personal accomplishment [MBI-PA]) were 
regressed on the following sets of predictor variables entered as blocks in the following 
order: (a) demographic and professional variables (DPV); (b) negative life stress (NLS); 
(c) occupational stress (entered as total score [MHPSS]); (d) social problem solving 
ability (entered as total score [SPS], or individual dimension scores [PPO, NPO, RPS, 
ICS, or AS]); and (e) interaction term for occupational stress and measures of social 
problem solving ability formed by taking the product (MHPSS x SPS, MHPSS x PPO, 
MHPSS x NPO, MHPSS x RPS, MHPSS x ICS, or MHPSS x AS). The interaction terms 
were included to test whether social problem solving ability significantly moderates the 
effects of occupational stress on the dimensions of burnout. 
 According to Baron and Kenny (1986), a significant product or interaction term 
would indicate the presence of a moderating effect between two independent variables; 
namely, between occupational stress and social problem solving ability. It is important to 
note that the presence of main effects for the independent and moderating variables are 
not essential to establishing moderation. However, it is desirable that the moderating 
variable in question (i.e., social problem solving ability) not be correlated with either the 
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independent (i.e., occupational stress) or dependent variables of interest (i.e., emotional 
exhaustion, depersonalization, and personal accomplishment) if the interaction term is to 
be clearly interpreted (Baron & Kenny, 1986; Lindley & Walker, 1993).  
 It is also important to note that high correlations were found between the 
interaction terms and their corresponding individual variables (see Table 2), indicating a 
threat to multicollinearity and the potential for computational errors (Jaccard, Turrisi, & 
Wan, 1990). To reduce the intercorrelations between the independent variables of interest 
and their corresponding interaction terms, the independent variables of interest were first 
centered prior to forming the interaction terms, a procedure recommended by Jaccard, 
Turisi, and Wan (1990). The centered variables and interaction terms were used in the 
subsequent regression analyses. Intercorrelations for pre- and post-centered independent 
variables of interest and their corresponding interaction terms are displayed in Table 2. 
Significance levels for all data analyses were set at a .05 alpha level.    
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3. RESULTS 
3.1. Preliminary Analyses 
3.1.1. Descriptive Summary of Independent and Dependent Variables under Investigation 
 A number of variables in this study were transformed in order to adjust for 
variable skewness. While not used in statistical analyses, means and standard deviations 
for untransformed variables were used to facilitate the descriptive summary of the 
variables of interest.  
 The means and standard deviations for all variables under investigation are 
reported in Table 3. On average, mental health professionals in this sample reported total 
occupational stress scores falling in the lower range of the MHPSS scale (M = 37.04, SD 
= 19.42) when evaluating their HIV/AIDS clinical work. An acceptable range of 
occupational stress scores were reported, with 67.9%, 30.8%, and 1.3% of the sample 
scoring in the low (i.e., MHPSS scores between 0 to 42), moderate (i.e.,  MHPSS scores 
between 43 to 84), and high (MHPSS scores between 85 to 126) range of experienced 
occupational stress, respectively. High workload (M = 7.10, SD = 5.04), client-related 
difficulties (M = 6.22, SD = 3.67), and problems with organization structure and 
processes (M = 6.59, SD = 5.19) were the areas that were most highly endorsed as 
reasons contributing to the experience of occupational stress. To a lesser extent, mental 
health professionals endorsed lack of resources (M = 4.96, SD = 3.84), relationships and 
conflicts with other professionals (M = 4.47, SD = 3.50), professional self-doubt (M = 
3.83, SD = 3.21), and home-work conflict (M = 3.73, SD = 3.06) as contributing to their 
experience of occupational stress. 
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 Mental health professionals reported social problem solving scores that were 
comparable to the normative data for the SPSI-R:S normal sample (D’Zurilla et al., 
2002), indicating problem solving abilities that were within normal limits (MSPS = 14.90, 
SDSPS = 2.20; MPPO = 13.78, SDPPO = 3.56; MNPO = 4.62, SDNPO = 3.27; MRPS = 12.40, 
SDRPS = 3.77; MICS = 3.32, SDICS = 2.87; MAS =3.73, SDAS = 2.62). 
 Following the MBI categorization of scores, a high degree of burnout is reflected 
by high scores on the emotional exhaustion and depersonalization subscales, and low 
scores on the personal accomplishment subscale. About 40% of the mental health 
professionals in this sample reported a high degree of emotional exhaustion (i.e., MBI-EE 
scores ≥ 21), 22% reported a high degree of depersonalization (i.e., MBI-D scores ≥ 8), 
and 8% reported a low degree of personal accomplishment (i.e., MBI-PA scores ≤ 28). 
On average, mental health professionals reported a low to moderate degree of burnout by 
reporting emotional exhaustion scores in the moderate range (MMBI-EE = 18.51, SDMBI-EE 
= 9.98), depersonalization scores in the low to moderate range (MMBI-D = 4.63, SDMBI-D = 
4.06), and personal accomplishment scores in the high range (MMBI-PA = 39.36, SDMBI-PA 
= 6.15) when compared to the normative data reported by Maslach and Jackson (1996) 
for professionals in the social service and mental health occupations. The levels of 
emotional exhaustion and depersonalization in this sample were comparable to those of 
the normative sample, but personal accomplishment was notably higher in this sample 
than the normative sample.  
3.1.2. Potentially Confounding Variables 
 A selected number of demographic and professional variables (DPV), and 
negative life stress (NLS), were thought to have a relationship with burnout. Pearson 
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correlations were conducted between the potentially confounding variables measured on 
continuous scales (i.e., HIV clinical hours, HIV caseload, HIV clinical experience, NLS) 
and the dimensions of burnout, as well as with the independent variables under 
investigation to further evaluate the threat to multicollinearity. The results are presented 
in Table 4. HIV clinical hours, HIV caseload, HIV clinical experience had very low and 
non-significant correlations with the dimensions of burnout, as well as with occupational 
stress and measures of social problem solving ability. NLS was positively correlated with 
emotional exhaustion (r = .31, p < .01) and NPO (r = .24, p < .05). For the potentially 
confounding variables measured on nominal scales (i.e., sex, age, race, 
marital/relationship status, education, recruitment source, annual salary, primary work 
setting), only race, recruitment source, and annual salary showed significant correlations 
with personal accomplishment (Rrace = .38, R2race = .14, F(4,73) = 3.00, p < .05; Rrecru = 
.33, R2 = .11, F(3,74) = 2.93, p < .05; Rsalary = .35, R2 = .13, F(3, 74) = 3.56, p < .05; see 
Table 7). None of the other nominal-scaled DPV was significantly related to the 
dimensions of burnout. These results are summarized in Table 5.  
 It is important to note that DPV as a group was collectively entered as block 1 in 
the subsequent hierarchical regression analyses in order to control for their potential 
confounding effects on the dimensions of burnout. Since the majority of the DPV were 
not found to significantly correlate with the dimensions of burnout (see Tables 4 and 5), 
and that the effects of DPV were not of primary interest in this study, their regression 
coefficients were not interpreted. To avoid convoluted presentation of the results, the 
regression coefficients for the DPV were not reported in the summary tables for the 
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hierarchical regression analyses (see Tables 8 to 13). For an evaluation of each DPV’s 
individual relationship to burnout, see Tables 4 and 5.  
3.2. Relationships between Occupational Stress, Social Problem Solving Ability, and 
Burnout 
 
 Pearson correlation coefficients for occupational stress (total and subscale scores), 
social problem solving ability (total and dimension scores) and the burnout dimensions 
are displayed in Table 6. It is important to note that transformed values for the skewed 
variables (i.e., MHPSS-rcp, MHPSS-lor, MHPSS-psd, MHPSS-hwc, PPO, NPO, ICS, 
AS, MBI-D, and MBI-PA) were used to conduct the correlational analyses. Especially 
important is the transformation involving the PPO and MBI-PA variables. Due to the 
negative skewness of these variables, they were reflected prior to taking the square root 
transformation. As such, the interpretation of the direction of the correlation coefficient is 
the opposite of what is reported in the correlation matrix displayed in Table 6, as well as 
in the statistics incorporated into the text. For accuracy of interpretation, the correct 
direction of associations for these variables will be described in text. Although not 
interpreted, correlation coefficients for untransformed variables are displayed in Table 7. 
Readers may choose to refer to this table for the correct direction of association between 
variables.  
 Occupational stress was significantly related to the negative dimensions of 
burnout. Occupational stress (MHPSS total score) was strongly correlated with emotional 
exhaustion (r = .70, p < .001), and moderately correlated with depersonalization (r = .41, 
p < .001). All the individual MHPSS subscale scores were also significantly related to 
emotional exhaustion and depersonalization, except for the organizational structure and 
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processes subscale (MHPSS-osp), which was significantly related to emotional 
exhaustion but not depersonalization. This suggests that higher levels of occupational 
stress were associated with a higher degree of emotional exhaustion and 
depersonalization. No significant relationship was found between occupational stress and 
personal accomplishment for either the MHPSS total or subscale scores. As expected, the 
total and subscale MHPSS scores were positively intercorrelated.  
 Occupational stress was also significantly related to social problem solving 
ability. Specifically, total occupational stress was negatively correlated with the general 
measure of social problem solving ability (SPS; r = -.33, p < .01). With regard to specific 
social problem solving dimension, total occupational stress had a moderate correlation 
with negative problem orientation (NPO; r = .42, p < .001), and a low correlation with 
avoidance style (AS; r = .27, p < .05). When the individual MHPSS subscale scores were 
examined, significant correlations were found between several of the MHPSS subscales 
and measures of social problem solving ability. Specifically, workload (MHPSS-wkl) 
was positively related to NPO (r = .27, p < .05); client-related difficulties (MHPSS-crd) 
was negatively related to SPS (r = -.37, p < .001), but positively related to NPO (r = .42, 
p < .001) and AS (r = .33, p < .01); professional self-doubt (MHPSS-psd) was negatively 
related to the SPS (r = -.47, p < .001), positive problem orientation (PPO; r = .24, p < 
.05), and rational problem solving skills (RPS; r = -.27, p < .05), but positively related to 
NPO (r = .46, p <.001) and AS (r = .47, p < .001); and home-work conflict (MHPSS-
hwc) was positively related to NPO (r = .26, p < .05; see Table 6). Recall that the PPO 
subscale was reflected prior to data transformation to adjust for negative skewness. The 
interpretation of the direction of the correlation coefficient is the opposite of what is 
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reported in the correlation matrix that is displayed in Table 6, and it has been correctly 
interpreted here in text. Overall, mental health professionals who had higher general or 
global social problem solving ability had less client-related difficulties and less 
professional self-doubt. Those who utilized a more positive problem orientation and more 
rational problem solving skills also had less professional self-doubt. Those who utilized a 
more negative problem orientation had higher workloads, more client-related difficulties, 
more professional self-doubt, and more conflicts in maintaining the boundaries between 
their home and work environments. Similarly, those who utilized a more avoidant 
problem solving style also had more client-related difficulties and more professional self-
doubt. Although significant correlations were found between occupational stress and 
measures of social problem solving ability, they were not large enough to violate the 
assumption of multicollinearity.  
 General social problem solving ability (SPS) was significantly related to all three 
dimensions of burnout. There were moderate negative relationships with emotional 
exhaustion (r = -.33, p < .01) and depersonalization (r = -.36, p < .001), and a moderate 
positive relationship with personal accomplishment (r = -.40, p < .001). With regard to 
specific social problem solving dimension, significant correlations were found only 
between the dysfunctional social problem solving dimension (NPO, ICS, AS) and the 
dimensions of burnout. NPO was positively correlated with emotional exhaustion (r = 
.48, p < .001) and depersonalization (r = .46, p < .001), and negatively correlated with 
personal accomplishment (r = .45, p < .001). Impulsivity/carelessness problem solving 
style (ICS) was positively correlated with depersonalization (r = .25, p < .05) and 
negatively correlated with personal accomplishment (r = .30, p < .01). No significant 
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relationship was found between ICS and emotional exhaustion. AS was positively 
correlated with both emotional exhaustion (r = .27, p < .05) and depersonalization (r = 
.26, p < .05). No significant relationship was found between AS and personal 
accomplishment.  
3.3. The Impact of Occupational Stress and Social Problem Solving Ability on Burnout  
3.3.1. Prediction of Burnout from Occupational Stress and General Social Problem   
  Solving Ability 
 
 Hierarchical regression analyses were conducted to evaluate the impact of 
occupational stress (MHPSS) and general social problem solving (SPS) on the 
dimensions of burnout by first controlling for the effects of potentially confounding 
variables (DPV, NLS) on burnout. The summary for the hierarchical regression analysis 
for SPS is presented in Table 8. 
 The overall model accounted for a significant amount of variance in emotional 
exhaustion (R2 = .711, Adjusted R2 = .506, F(32,45) = 3.47, p < .001) and personal 
accomplishment (R2 = .602, Adjusted R2 = .319, F(32,45) = 2.12, p < .01), but not in 
depersonalization (R2 = .524, Adjusted R2 = .186, F(32,45) = 1.55, p = .087). DPV as a 
group collectively accounted for 26.7%, 35.0%, and 42.2% of the variance in emotional 
exhaustion, depersonalization, and personal accomplishment, respectively. However, 
none of these were significant (Adjusted R2 MBI-EE = -.152, Fchange MBI-EE(28,49) = .64, p = 
.898; Adjusted R2 MBI-D = -.021, Fchange MBI-D(28,49) = .94, p = .556; Adjusted R2 MBI-PA = 
.092, Fchange MBI-PA(28,49) = 1.28, p = .222). The addition of NLS led to a significant 
increase in variance accounted for by the model for emotional exhaustion (R2 = .374, 
Adjusted R2 = -.004, ΔR2 = .107, Fchange(1,48) = 8.23, p < .01), but not for 
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depersonalization (R2 = .358, Adjusted R2 = -.029, ΔR2 = .008, Fchange(1,48) = .60, p = 
.440) or personal accomplishment (R2 = .452, Adjusted R2 = .122, ΔR2 = .030, 
Fchange(1,48) = 2.65, p = .110).  
Adding MHPSS to the regression equation significantly increased the variance 
accounted for by the model in predicting emotional exhaustion (R2 = .702, Adjusted R2 = 
.512, ΔR2 = .328, Fchange (1,47) = 51.73, p < .001) and depersonalization (R2 = .493, 
Adjusted R2 = .170, ΔR2 = .135, Fchange(1,47) = 12.49, p < .001). Thus, occupational stress 
significantly predicted emotional exhaustion and depersonalization over and above the 
demographic, professional, and negative life stress factors. Mental health professionals 
who experienced higher levels of occupational stress reported higher levels of emotional 
exhaustion (β = .735, p < .001) and depersonalization (β = .421, p < .01). Adding MHPSS 
to the regression equation did not lead to a significant increase in the variance accounted 
for by the model in predicting personal accomplishment (R2 = .457, Adjusted R2 = .110, 
ΔR2 = .005, Fchange (1,47) = .40, p = .532). 
 When SPS was added to the equation, no significant relationship was found 
between SPS and emotional exhaustion (R2 = .707, Adjusted R2 = .510, ΔR2 = .005, 
Fchange(1,46) = .76, p = .386) or depersonalization (R2 = .523, Adjusted R2 = .202, ΔR2 = 
.030, Fchange(1,46) = 2.88, p = .096). Adding SPS did lead to a significant increase in the 
variance accounted for by the model in predicting personal accomplishment (R2 = .598, 
Adjusted R2 = .327, ΔR2 = .141, Fchange(1,46) = 16.12, p < .001). Thus, general social 
problem solving ability significantly predicted personal accomplishment (β = -.468, p < 
.001) over and above the demographic, professional, negative life stress, and 
occupational stress factors. Recall that the personal accomplishment variable was 
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reflected prior to taking the square root transformation in order to adjust for its negative 
skewness for conducting parametric statistical analyses. As such, the correct 
interpretation of the direction of the regression coefficient is the opposite of what is 
statistically reported (see Table 8). Thus, mental health professionals with higher scores 
on the global measure of social problem solving ability reported higher personal 
accomplishment. 
 To assess for the presence of moderating effects of social problem solving ability, 
the occupational stress and general social problem solving product variable (MHPSS x 
SPS) was entered as the last block in the regression analyses. None of the interaction 
terms were significant (βMBI-EE = .091, p = .411; βMBI-D = .045, p = .754; βMBI-PA = -.085, 
p = .514), accounting for a range of only .1% to .4% of the variance in burnout scores 
after controlling for the effects of all the other predictor variables (Fchange MBI-EE(1,45) = 
.69, p = .411; Fchange MBI-D(1,45) = .10, p = .754; Fchange MBI-PA(1,45) = .43, p = .514). Thus, 
general social problem solving ability did not serve as a moderator between occupational 
stress and the dimensions of burnout.   
3.3.2. Prediction of Burnout from Occupational Stress and Social Problem Solving   
  Dimensions 
 
 Additional hierarchical regression analyses were conducted in an effort to better 
evaluate the impact of social problem solving by examining the effect of individual 
dimension scores (PPO, NPO, RPS, ICS, AS) on burnout dimensions after controlling for 
the effects of potentially confounding variables (demographic, professional, and negative 
life stress factors) and occupational stress. The summaries of the hierarchical regression 
analyses for the social problem solving components are presented in Tables 9 to 13. 
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 3.3.2.1. Positive Problem Orientation (PPO). Using PPO (in place of SPS), the 
model accounted for a significant amount of variance in emotional exhaustion (R2 = .704, 
Adjusted R2 = .493, F(32,45) = 3.34, p < .001). The model with PPO did not account for a 
significant amount of variance in depersonalization (R2 = .515, Adjusted R2 = .169, 
F(32,45) = 1.49, p = .107) or personal accomplishment (R2 = .481, Adjusted R2 = .112, 
F(32,45) = 1.30, p = .203). PPO was not found to be a significant predictor of emotional 
exhaustion (β = .033, p = .739), depersonalization (β = .176, p = .171), or personal 
accomplishment (β = .138, p = .298). The interaction terms (MHPSS x PPO) were all 
non-significant (βMBI-EE = .035, p = .730; βMBI-D = .010, p = .939; βMBI-PA = .117, p = 
.384), explaining a range of only <.1% to .9% of the variance in burnout scores after 
controlling for the effects of all the other predictor variables. Thus, PPO did not moderate 
the effects of occupational stress on the dimensions of burnout (see Table 9). 
 3.3.2.2. Negative Problem Orientation (NPO). Using NPO, the model accounted 
for a significant amount of variance in emotional exhaustion (R2 = .708, Adjusted R2 = 
.501, F(32,45) = 3.42, p < .001) and personal accomplishment (R2 = .656, Adjusted R2 = 
.411, F(32,45) = 2.68, p < .001). The model with NPO did not account for a significant 
amount of variance in depersonalization (R2 = .527, Adjusted R2 = .191, F(32,45) = 1.57, 
p = .081). NPO was not found to be a significant predictor of emotional exhaustion (β = 
.112, p = .343) or depersonalization (β = .257, p = .091). NPO was found to significantly 
predict personal accomplishment (β = .647, p < .001), explaining an additional 19.8% of 
the variance in personal accomplishment (Fchange(1,46) = 26.37, p < .001) after 
controlling for the effects of demographic, professional, negative life stress, and 
occupational stress factors. It is important to note that the personal accomplishment 
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variable was reflected prior to taking the square root transformation in order to adjust for 
its negative skewness for conducting parametric statistical analyses. As such, the correct 
interpretation of the direction of the regression coefficient is the opposite of what is 
statistically reported (see Table 10). Thus, mental health professionals who reported 
higher scores on negative problem orientation reported lower personal accomplishment. 
The interaction terms (MHPSS x NPO) were all non-significant (βMBI-EE = -.021, p = 
.859; βMBI-D = -.066, p = .664; βMBI-PA = .046, p = .719), explaining a range of only <.1% 
to .2% of the variance in burnout scores after controlling for the effects all the other 
predictor variables. Thus, NPO did not moderate the effects of occupational stress on the 
dimensions of burnout. 
 3.3.2.3. Rational Problem Solving (RPS). Using RPS, the model accounted for a 
significant amount of variance in emotional exhaustion (R2 = .704, Adjusted R2 = .494, 
F(32,45) = 3.35, p < .001). The model with RPS did not account for a significant amount 
of variance in depersonalization (R2 = .504, Adjusted R2 = .152, F(32,45) = 1.43, p = 
.133) or personal accomplishment (R2 = .501, Adjusted R2 = .145, F(32,45) = 1.41, p = 
.143). RPS was not found to be a significant predictor of emotional exhaustion (β = .031, 
p = .759), depersonalization (β = -.128, p = .322), or personal accomplishment (β = -.237, 
p = .072). The interaction terms (MHPSS x RPS) were all non-significant (βMBI-EE = .042, 
p = .690; βMBI-D = .019, p = .891; βMBI-PA = -.073, p = .596), explaining a range of only 
<.1% to .3% of the variance in burnout scores after controlling for the effects all the other 
predictor variables. Thus, RPS did not moderate the effects of occupational stress on the 
dimensions of burnout (see Table 11). 
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 3.3.2.4. Impulsivity/Carelessness Style (ICS). Using ICS, the model accounted for 
a significant amount of variance in emotional exhaustion (R2 = .735, Adjusted R2 = .547, 
F(32,45) = 3.90, p < .001) and personal accomplishment (R2 = .559, Adjusted R2 = .246, 
F(32,45) = 1.79, p < .05). The model with ICS did not account for a significant amount of 
variance in depersonalization (R2 = .515, Adjusted R2 = .171, F(32,45) = 1.49, p = .106). 
ICS was not found to be a significant predictor of emotional exhaustion (β = .133, p = 
.155) or depersonalization (β = .175, p = .167). ICS was found to significantly predict 
personal accomplishment (β = .376, p < .01), explaining an additional 10.2% of the 
variance in personal accomplishment (Fchange(1,46) = 10.10, p < .01) after controlling for 
the effects of demographic, professional, negative life stress, and occupational stress 
factors. Recall that the personal accomplishment variable was reflected prior to taking the 
square root transformation in order to adjust for its negative skewness for conducting 
parametric statistical analyses. As such, the correct interpretation of the direction of the 
regression coefficient is the opposite of what is statistically reported (see Table 12). Thus, 
mental health professionals who reported higher scores on impulsivity/carelessness style 
reported lower personal accomplishment. The interaction terms (MHPSS x ICS) for 
depersonalization and personal accomplishment were not significant (βMBI-D = -.077, p = 
.583; βMBI-PA = -.004, p = .974). A significant interaction between ICS and occupational 
stress was found for the emotional exhaustion dimension of burnout (β = -.219, t = -
2.125, p < .05), with the interaction term explaining an additional 2.7% of the variance in 
emotional exhaustion (Fchange(1,45) = 4.51, p < .05) after controlling for the effects of 
demographic, professional, negative life stress, and occupational stress factors. Thus, ICS 
appears to moderate the effects of occupational stress on emotional exhaustion.  
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 Figure 1 represents the regression lines depicting predicted emotional exhaustion 
scores as a function of the interaction between occupational stress and 
impulsivity/carelessness problem solving style. These regression lines were derived 
according to the recommendations made by Jaccard et al. (1990) and Dawson (n.d.) in 
conducting post-analyses to determine the nature of significant interaction effects. 
Estimates of the dependent variable were made at 1.5 standard deviations above and 
below the mean, as well as at the mean, for each of the independent variables in order to 
determine the varying slopes and intercepts of the regression lines for “low”, “average”, 
and “high” impulsivity/carelessness style at “low”, “average,” and “high” levels of 
occupational stress. Note that ICS is scored such that lower scores are reflective of more 
effective problem solving. The interaction between occupational stress and 
impulsivity/carelessness problem solving style takes the form such that individuals with 
low ICS scores (i.e., indicative of more effective problem solving ability) under low 
levels of occupational stress reported a lower degree of emotional exhaustion compared 
to individuals with high ICS scores (i.e., indicative of more ineffective problem solving 
ability) also under low levels of occupational stress. Interestingly, individuals with low 
ICS scores under average to high levels of occupational stress reported a higher degree of 
emotional exhaustion compared to individuals with high ICS scores also under average to 
high levels of occupational stress. This suggests that social problem solving ability did 
not effectively buffer against burnout under higher levels of occupational stress. 
 3.3.2.5. Avoidance Style (AS). Using AS, the model accounted for a significant 
amount of variance in emotional exhaustion (R2 = .706, Adjusted R2 = .496, F(32,45) = 
3.37, p < .001). However, it did not account for a significant amount of variance in 
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depersonalization (R2 = .495, Adjusted R2 = .136, F(32,45) = 1.38, p = .158) or personal 
accomplishment (R2 = .500, Adjusted R2 = .144, F(32,45) = 1.41, p = .145). AS was not 
found to be a significant predictor of emotional exhaustion (β = .035, p = .757), 
depersonalization (β = .032, p = .829), or personal accomplishment (β = .266, p = .080). 
The interaction terms (MHPSS x AS) were all non-significant (βMBI-EE = -.060, p = .595; 
βMBI-D = .060, p = .688; βMBI-PA = .188, p = .206), explaining a range of only .2% to 1.8% 
of the variance in burnout scores. Thus, AS did not moderate the effects of occupational 
stress on the dimensions of burnout (see Table 13). 
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4. DISCUSSION 
 Burnout is a state of fatigue and frustration arising from the excessive demands on 
the personal resources of health and service workers, and may lead to adverse effects on 
one’s well-being in all aspects of functioning (physical, psychological, social, and/or 
occupational). The burnout syndrome has been mostly defined and measured as a 
multidimensional process involving emotional exhaustion, depersonalization, and 
reduced personal achievement (Maslach & Jackson, 1981a). 
 Mental health professionals are particularly vulnerable to occupational stress and 
burnout due to the very nature of their work in emotionally demanding environments. 
They have increasingly occupied important roles in the comprehensive treatment of 
HIV/AIDS given the numerous psychosocial issues affecting HIV/AIDS individuals 
across the spectrum of the disease. The chronic and complex nature of HIV/AIDS often 
poses a myriad of challenges for mental health professionals working with individuals 
afflicted with this disease, and it has been suggested that these professionals face unique 
clinical and social demands that could make them more vulnerable to experiencing 
burnout. This is of particular concern since burnout is believed to link to detrimental 
effects on professional well-being (Kahill, 1988), and professional impairment (Sherman 
& Thelen, 1998; Siebert, 2001); thus, having the potential to negatively impact service 
delivery and quality of care. As such, efforts directed at preventing and/or alleviating the 
symptoms of burnout in mental health professionals working with HIV/AIDS individuals 
are needed to ensure professional well-being and effectiveness. Although there is ample 
research exploring burnout in medical professionals in HIV/AIDS care, research 
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examining the burnout experience in mental health professionals working with 
HIV/AIDS individuals is limited.  
 The purpose of this study was to explore the relationships between occupational 
stress, social problem solving ability, and burnout in a group of mental health 
professionals working with HIV/AIDS individuals. Specifically, the impact of 
occupational stress and social problem solving ability on burnout, as well as the 
moderating role of social problem solving ability in buffering against burnout from 
higher levels of occupational stress, were examined.  
4.1 Summary of Results 
4.1.1. Levels of Occupational Stress, Social Problem Solving Ability, and Burnout 
 Mental health professionals in this study reported low to moderate levels of 
occupational stress. Mean total and subscale MHPSS scores were slightly lower than 
those reported by a group of clinical psychologists that was used in the development of 
the MHPSS (Cushway & Tyler, 1996). This difference may be partially explained by the 
use of a heterogeneous sample of mental health professionals in this study such that their 
MHPSS scores may not accurately reflect the level and type of occupational stress 
experienced by a relatively homogenous group of mental health professionals. 
Additionally, some studies have found that psychologists as a group may experience a 
higher degree of burnout compared to other mental health professional groups (e.g., 
Farber & Heifetz, 1982). Studies using homogeneous samples of mental health 
professionals may likely yield more generalizable results and clearer interpretations. 
 Social problem solving abilities as measured by total and dimension scores were 
within normal limits compared to the normative data from D’Zurilla et al. (2002).  
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Because psychometric properties for the use of SPSI-R:S in medical or mental health 
professionals are currently unavailable, there were some initial concerns about whether or 
not mental health professionals would exhibit response bias and a limited range of scores 
when completing this instrument. Mental health professionals in this study reported a 
fairly wide range of social problem solving scores (RangeSPS = 9.2 to 19.2; RangePPO = 1 
to 20; RangeNPO = 0 to 15; RangeRPS = 5 to 20; RangeICS = 0 to 13; RangeAS = 0 to 10; see 
Table 3) and did not appear to exhibit response bias that would invalidate the current 
results, suggesting that the SPSI-R:S may be appropriately used to measure mental health 
professionals’ ability to cope with problem situations encountered in everyday living, 
including those that pertain to their jobs.  
 On average, burnout was in the low to moderate range, with mental health 
professionals reporting a moderate degree of emotional exhaustion, low to moderate 
degree of depersonalization, and high degree of personal accomplishment. The degree of 
emotional exhaustion and depersonalization experienced by this study sample was 
comparable to that of the MBI normative sample for mental health workers (Maslach et 
al., 1996), but personal accomplishment was notably higher in this sample than in the 
normative sample. These results are consistent with some previous studies that explored 
burnout among mental health professionals (e.g., Raquepaw & Miller, 1989; Acker, 
1999), but contrary to other studies that found burnout levels exceeding Maslach’s 
normative sample for mental health workers (e.g., Farber & Heifetz, 1982; Ackerley, et 
al., 1988; Snibbe et al., 1989; Lloyd & King, 2004), or well below the levels of the 
normative sample (e.g., Carney et al., 1993). Studies that found higher or significantly 
lower burnout rates consist of samples that are not entirely representative of the sample of 
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mental health professionals used in this study. Studies that found higher levels of burnout 
typically consisted of mental health professionals who worked primarily in institutional 
(Farber & Heifetz, 1982), mental health (Lloyd & King, 2004), or managed health care 
settings (Snibbe et al., 1989) reflecting work environments with heavier clinical and 
administrative demands. Given that the focus of this study is on mental health 
professionals who work with HIV/AIDS individuals, the majority of the sample in this 
study worked in outpatient settings in either hospital-based or community health clinics, 
which may reflect a somewhat less clinically demanding environment for mental health 
professionals. As for Carney et al. (1993) who found burnout levels well below the levels 
of Maslach’s normative sample, the circumstances surrounding their sample of New York 
City Intensive Case Managers were unique. Carney et al. suggested that one reason for 
the unexpectedly low levels of burnout might be due to the program’s new existence (i.e., 
program was in its first year), which may reflect smaller caseloads, more time spent in 
the development of the program and less time in direct service, and the greater 
enthusiasm that generally accompanies new programs, all of which might explain the 
observed lower burnout levels when compared to other studies. With respect to the high 
levels of personal accomplishment, the current findings are consistent with previous 
studies involving mental health professionals (Ackerley et al., 1988; Raquepaw & Miller, 
1989; Ross et al., 1989; Snibbe et al., 1989; Kee et al., 2002). This suggests that mental 
health professionals generally evaluate themselves positively in their work with 
HIV/AIDS individuals and feel that they have accomplished many things in their work 
including positively influencing people’s lives.  
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4.1.2. Potentially Confounding Variables 
 Due to the inconsistent findings on demographic and professional variables’ 
relationship to burnout in previous studies, selected demographic and professional 
variables were treated as potentially confounding variables in this study. No significant 
relationships were found between any of these demographic or professional factors and 
the emotional exhaustion and depersonalization dimensions of burnout. With regard to 
personal accomplishment, only race, recruitment source, and annual salary were 
significantly related to this burnout dimension. These findings are generally consistent 
with those reported by Leiter and Harvie (1996), who reviewed a series of studies 
examining burnout among mental health workers. They concluded that the majority of 
studies did not find significant relationships between the dimensions of burnout and 
demographic variables, while certain work characteristics (i.e., work setting, 
perception/satisfaction with caseload) appear to have more consistently affected burnout. 
In sum, the findings of this study support the notion that there is little consistency on 
whether demographic and/or professional variables have truly meaningful relationships 
with burnout, and that any significant relationships may be largely due to other situational 
factors.  
 Negative life stress was also evaluated as a potentially confounding variable in 
this study and was found to positively correlate with emotional exhaustion. This is 
consistent with previous studies (Etzion, 1984; Sahu & Misra, 1996). Mental health 
professionals who reported more negative life stress over the past year also reported a 
higher degree of emotional exhaustion. Future studies on burnout may consider routinely 
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examining how life stress, in addition to occupational stress, may contribute to the 
experience of burnout.  
4.1.3. Relationships between Occupational Stress, Social Problem Solving Ability, and 
Burnout 
 
 The objectives of this study were to evaluate: (1) the bivariate relationships 
between occupational stress, social problem solving ability, and the dimensions of 
burnout; (2) the ability of occupational stress and social problem solving in predicting 
burnout; and (3) whether social problem solving ability moderates the effects of 
occupational stress on burnout, among mental health professionals who work with 
HIV/AIDS individuals.  
 4.1.3.1. Occupational Stress and Burnout. The study hypothesized that 
occupational stress would be positively correlated with emotional exhaustion and 
depersonalization, but there would be no significant association between occupational 
stress and the personal accomplishment dimension of burnout. It was also hypothesized 
that occupational stress would significantly predict emotional exhaustion and 
depersonalization over and above potentially confounding variables (demographic, 
professional, and negative life stress factors) that were determined a priori.   
 The results of the correlational and regression analyses were consistent with the 
study hypotheses. Mental health professionals who reported higher levels of occupational 
stress also reported a higher degree of emotional exhaustion and depersonalization, and 
those who reported lower levels of occupational stress also reported a lower degree of 
emotional exhaustion and depersonalization. No significant relationship was found 
between occupational stress and the personal accomplishment dimension of burnout. 
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Occupational stress significantly predicted emotional exhaustion and depersonalization 
even after controlling for the effects of demographic, professional, and negative life stress 
factors. 
 The current results are not entirely consistent with the findings from previous 
studies. Ross et al. (1989), in their evaluation of the impact of job-related stress and 
social support on burnout among counseling center staff, found that high job-related 
stress significantly predicted a higher degree of emotional exhaustion and lower levels of 
personal accomplishment. However, no relationship was found between job-related stress 
and depersonalization. The difference in findings might be partially due to the use of a 
different measure of job or occupational stress. Ross et al. developed their own measure 
of job-related stress to specifically identify the types of stressful events that counseling 
center staff typically experience on the job. Additionally, they used the number of 
stressful events reported by the participant as the measure of total job-related stress. The 
current study employed a more general measure of occupational stress that was intended 
to be used across mental health disciplines, where participants subjectively rated the 
extent (on a 4-point scale) to which each item represents a source of pressure at work for 
them. As such, the results of the Ross et al. study may not be generalizable to a 
heterogeneous sample of mental health professionals working with other patient 
populations that are thought to be more clinically demanding than the population 
typically found in counseling centers, such as patients with psychiatric disorders and/or 
chronic medical illnesses (e.g., HIV). To date, empirical and peer-reviewed studies that 
specifically explored the relationship between occupational stress and burnout in mental 
health professionals are lacking. There is also limited research looking at the burnout 
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experience in mental health professionals who work with HIV individuals. However, 
there appears to be an increasing interest in these areas as demonstrated by dissertation 
studies on this topic over the last decade (Joseph, 1998; Breaux, 1998; Mueller, 1997; 
Slagle, 1996; Baily, 2006). The current study is the first study to use the MHPSS to 
evaluate the impact of occupational stress on burnout in mental health professionals 
working with HIV individuals.      
 Occupational stress was also found to be inversely related to general social 
problem solving ability (i.e., total SPSI-R:S scores). Mental health professionals who 
reported higher levels of occupational stress reported lower general social problem 
solving abilities, and those who reported lower levels of occupational stress reported 
higher general social problem solving abilities. When individual social problem solving 
dimensions were examined, occupational stress was positively related to the 
dysfunctional dimensions. Mental health professionals who reported higher levels of 
occupational stress also scored higher on negative problem orientation and use of an 
avoidant problem solving style, and those who reported lower levels of occupational 
stress scored lower on these dysfunctional problem solving dimensions. Collectively, 
these findings suggest that higher levels of occupational stress coincided with ineffective 
problem solving, while lower levels of occupational stress coincided with more effective 
problem solving. These findings are not surprising given that those who are unable to 
discover effective means of coping with job-related problems will likely experience more 
job-related stress and dissatisfaction.  
 4.1.3.2. Social Problem Solving and Burnout. The study hypothesized that social 
problem solving ability would be negatively correlated with emotional exhaustion and 
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depersonalization, but there would be no significant association between social problem 
solving ability and personal accomplishment. Of the five interrelated social problem 
solving dimensions, the dysfunctional dimensions (i.e., negative problem orientation, 
impulsivity/carelessness and avoidant problem solving styles) were hypothesized to 
positively correlate with emotional exhaustion and depersonalization. Social problem 
solving ability was also hypothesized to significantly predict emotional exhaustion and 
depersonalization over and above potentially confounding variables (demographic, 
professional, negative life stress factors) and occupational stress.  
 The results of the correlational and regression analyses were not entirely 
consistent with the study hypotheses. Social problem solving ability was significantly 
correlated to all three dimensions of burnout. Consistent with hypotheses, mental health 
professionals with lower general social problem solving abilities reported a higher degree 
of emotional exhaustion and depersonalization, and those who reported higher social 
problem solving abilities reported lower scores on the negative dimensions of burnout. 
When individual social problem solving dimensions were examined, negative problem 
orientation and avoidance problem solving style were both positively correlated with 
emotional exhaustion and depersonalization, and impulsivity/carelessness problem 
solving style was positively correlated with only depersonalization. Not surprisingly, 
mental health professionals exhibiting a more dysfunctional problem orientation and 
problem solving style were more likely to experience a higher degree of emotional 
exhaustion and depersonalization in their work with HIV/AIDS individuals. The findings 
of this study are partially consistent with those from the Garcia-Villamisar & Muella 
(2000) study, which examined the relationships between social problem solving ability 
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and burnout in a sample of job coaches and therapists of autistic adults. In the Garcia-
Villamisar and Muella study, the emotional exhaustion and depersonalization dimensions 
of burnout were not only found to be significantly related to negative problem solving 
styles, but they were also significantly related to an inability to solve problems rationally, 
as well as to a lack of efficacy implementing and verifying solutions to problems. 
Contrary to hypotheses, social problem solving ability did not significantly predict 
emotional exhaustion or depersonalization after controlling for the effects of 
demographic, professional, negative life stress, and occupational stress factors. Neither 
general social problem solving ability nor any of the individual social problem solving 
dimensions was found to significantly predict emotional exhaustion or depersonalization 
over and above the demographic, professional, negative life stress, and occupational 
stress factors. The lack of significant findings may be partially attributed to the limited 
power in this study to successfully reject the null hypothesis, as suggested by the 
marginal significance of general social problem solving and negative problem 
orientation’s ability to predict depersonalization. However, the limited amount of 
variance accounted for by general social problem ability and its individual dimensions 
raises the question of whether or not social problem solving ability has any practical 
significance with respect to the negative dimensions of burnout. The findings of this 
study suggest that the experience of occupational stress is a relatively more reliable 
predictor of emotional exhaustion and depersonalization than one’s social problem 
solving ability.  
 One interesting finding is the significant relationship between social problem 
solving ability and personal accomplishment. General social problem solving ability was 
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positively correlated with personal accomplishment, and negative problem orientation 
and impulsivity/carelessness style were negatively correlated with this dimension of 
burnout. This suggests that mental health professionals with more effective social 
problem solving also reported a higher degree of personal accomplishment in their 
HIV/AIDS clinical work, while those who did not feel competent in their ability to cope 
with the stresses of work and employed dysfunctional problem solving styles reported a 
lower sense of personal accomplishment. General social problem solving ability, negative 
problem orientation, and impulsivity/carelessness style still predicted personal 
accomplishment even after controlling for the effects of demographic, professional, 
negative life stress, and occupational stress factors. These findings are not consistent with 
the Garcia-Villamisar and Muella (2000) study, which found no significant relationships 
between social problem solving styles and personal accomplishment in subjects with or 
without burnout symptoms. It is important to point out that the Garcia-Villamisar and 
Muella study was conducted in Spain. As such, the cultural differences that exist may 
prevent any direct comparisons between the findings from that study and the current 
study. Furthermore, the sample used in the Garcia-Villamisar and Muella study was 
comprised of job coaches and therapists of autistic adults. Compared to HIV individuals, 
progress with autistic individuals are thought to be slow and limited. This can be 
frustrating for mental health professionals due to a lack of therapeutic success, leading to 
feelings of incompetence and job dissatisfaction. This notion is consistent with previous 
studies (Pines & Maslach. 1978; Farber & Heifetz, 1982; Ackerley et al., 1988) that 
found seeing many clients with challenging issues and achieving a lack of therapeutic 
success (i.e., the inability to promote positive change in clients) could lead to heightened 
 
 
97   
                           
 
 
 
job dissatisfaction. Although working with HIV individuals also has its own challenges, 
many health professionals have felt that their contact with this global epidemic has led to 
increased intellectual stimulation and career satisfaction (Horstman & McKusick, 1986). 
Mental health professionals working with HIV patients may experience similar feelings 
with regard to job satisfaction and personal fulfillment. Additionally, participatory 
decision making and locus of control have been found to be significantly related to job 
satisfaction and feelings of self-efficacy (Turner, 1997). As such, the significant findings 
between social problem solving ability and personal accomplishment, although 
interesting, may not be entirely surprising. 
 Although the current findings with regard to social problem solving ability and 
personal accomplishment were not as hypothesized, these findings do have practical 
significance. As occupational stress may be better at predicting mental health 
professional burnout in terms of emotional exhaustion and depersonalization, social 
problem solving ability may be a better predictor of job satisfaction and the personal 
accomplishment dimension of burnout. In sum, evaluating mental health professionals’ 
social problem solving ability in addition to occupational stress may allow for better 
identification of those who may be at risk of burnout. 
 4.1.3.3. Social Problem Solving as a Moderator of Burnout. For the remaining 
objective of this study, it was hypothesized that social problem solving ability would 
buffer against the effects of higher levels of occupational stress on emotional exhaustion 
and depersonalization among mental health professionals working with HIV/AIDS 
individuals. Contrary to what was hypothesized, general social problem solving ability 
did not moderate the relationships between occupational stress and the dimensions of 
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burnout. Of the five social problem solving dimensions, only impulsivity/carelessness 
style (ICS) significantly moderated the effects of occupational stress on emotional 
exhaustion. Low ICS scores (i.e., indicative of more effective problem solving ability) 
under rather low levels of occupational stress reported a lower degree of emotional 
exhaustion compared to individuals with high ICS scores (i.e., indicative of more 
ineffective problem solving ability) also under low levels of occupational stress. 
Interestingly, but contrary to hypothesis, individuals with low ICS scores under average 
to high levels of occupational stress reported a higher degree of emotional exhaustion 
compared to individuals with high ICS scores also under average to high levels of 
occupational stress.   
 Collectively, the findings involving general social problem solving ability and its 
individual dimensions do not support the hypothesis that more effective problem solving 
buffers against the experience of burnout under higher levels of occupational stress. 
However, the findings suggest that there may be some benefits to using an 
impulsive/carelessness style in coping with occupational stressors such that mental health 
professionals who respond more quickly to various work demands may lead to lower 
emotional exhaustion, at least in the short term. It is possible that mental health 
professionals may attempt to cope with increasing occupational demands by responding 
quickly and increasing their productivity in the short term in hopes of completing their 
job responsibilities in a timely manner as a way to manage occupational stress levels. 
Furthermore, the ability to respond quickly and engage in quick decision-making is often 
essential for mental health professionals given the nature of their work in helping 
emotionally-troubled individuals, especially during crisis situations. As such, the ability 
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to respond more quickly and to temporarily increase one’s productivity in the workplace 
may serve as short term adaptive coping responses. However, if professionals continue to 
utilize these coping responses in the long term without any period of recuperation, they 
will likely become physically and emotionally drained.     
 This is the first study to evaluate the moderating role of social problem solving 
ability in buffering against burnout. As such, there are no studies to which this study can 
be directly compared. Social problem solving has consistently been found to moderate 
the negative effects of stressful events against psychological distress (A. M. Nezu, 1986b; 
Nezu et al., 1986; Nezu & Ronan, 1988; Goodman, Gravitt, & Kaslow, 1995; 
Shanmughan, 2001). It is possible that the moderating effects of social problem solving 
ability may be observed when evaluating the impact of occupational stress on burnout-
related psychological distress (e.g., disturbances in mood such as depressive or anxiety 
symptoms) in mental health professionals, which may be a better indicator of 
professional impairment. Limitations due to insufficient power may also explain why the 
moderating effects of social problem solving ability were not detected.  
4.2 Implications of Findings 
 Mental health professionals who work with HIV individuals are believed to have 
increased risks of experiencing burnout, especially with regard to emotional exhaustion 
and depersonalization. While mental health professionals in this sample, on average, 
experienced a moderate degree of emotional exhaustion and depersonalization, about 
40% of the sample reported a high degree of emotional exhaustion and 22% reported a 
high degree of depersonalization. As symptoms of burnout are believed to be precursors 
to professional distress and negative well-being, they may be important indicators of 
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professional impairment and decreased job performance and/or satisfaction. Therefore, 
the findings of this study have important implications for mental health professional 
competence, service delivery, and quality of care, especially with regard to the area of 
HIV/AIDS care.  
 The finding that both occupational stress and social problem solving ability were 
significantly related to the burnout dimensions supports the notion that burnout results 
from both environmental and individual factors, which is consistent with the position 
held by Maslach and Jackson (1981a). Occupational stress significantly predicted the 
emotional exhaustion and depersonalization aspects of burnout, while social problem 
solving ability significantly predicted personal accomplishment, even after controlling for 
the effects of demographic, professional, and life stress factors. These findings suggest 
that evaluating mental health professionals’ social problem solving ability in addition to 
their perception of the level of occupational stress being experienced may allow for better 
identification of those who may be at risk of burnout.  
 There were some initial concerns as to whether or not the measure of social 
problem solving ability (SPSI-R:S) used in this study may be appropriate for the current 
study sample due to the lack of normative data for medical or mental health 
professionals. The fairly wide range of social problem solving scores as reported by 
mental health professionals in this study suggests that whatever response bias that might 
have existed probably did not invalidate the results, and the mean social problem solving 
scores were also comparable to those of the available normative data for the SPSI-R:S. 
As such, the SPSI-R:S may be appropriately used to measure mental health professionals’ 
ability to cope with problem situations and stresses encountered on the job.  
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 Contrary to what was hypothesized, social problem solving ability did not 
significantly moderate the occupational stress and burnout relationship. This may suggest 
the importance of including measures of psychological distress when evaluating the 
moderating effects of social problem solving ability, as it has been done in previous 
studies (e.g., Nezu et al., 1986; Nezu, 1986b). As these studies have found that effective 
social problem solving was helpful with decreasing psychological distress in response to 
life stress, effective social problem solving may also be helpful with decreasing burnout-
related psychological distress in response to occupational stressors. Evaluating mental 
health professionals’ burnout-related psychological distress (e.g., depression and anxiety 
symptoms) in addition to burnout symptoms may better identify those who may be at risk 
of professional impairment, and may be more reliable indicators of decreased job 
performance, professional competence and well-being, and quality of care. 
  Mental health professionals in this study, on average, reported a notably high 
degree of personal accomplishment despite feeling emotionally over-extended and 
detached toward their HIV/AIDS patients. This implies that the mental health 
professionals in this study generally evaluated themselves positively in their work with 
HIV/AIDS individuals and felt that they have accomplished many things including 
positively influencing people’s lives. A higher degree of personal accomplishment may 
help offset some of the risks and negative effects of burnout by maintaining a positive 
self-concept with respect to work, sense of self-efficacy, and job satisfaction. Because 
higher social problem solving ability was found to significantly predict a higher degree of 
personal accomplishment, the findings of this study also have implications for 
educational and professional training. Given the nature of their work, the experience of 
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burnout symptoms and burnout-related distress are likely inevitable at some point during 
the mental health professional’s career. Educational and professional institutions should 
proactively design training programs that would better prepare their students and 
employees in the mental health professions by increasing their awareness of, and 
effectively managing, burnout symptoms, burnout-related psychological distress, and 
professional impairment. For students, this could be accomplished via coursework 
addressing this professional topic (e.g., ethics course, clinical practicum seminar), 
mandatory workshops on learning skills to effectively manage burnout and professional 
impairment, the use of support groups and other available supportive resources, and 
informal discussions with faculty regarding anticipated professional challenges and how 
best to cope with them while maintaining personal well-being and professional 
effectiveness. For working professionals, organizations may mandate training on the 
issues of burnout and professional impairment for new employees as part of orientation, 
and may offer similar continuing education classes for all employees. Skills training on 
self-monitoring, relaxation/stress management, increasing social supports, effective 
communication, problem-solving, and/or cognitive-behavioral strategies have been 
incorporated into professional training workshops aimed at decreasing burnout and 
professional impairment (Cherniss, 1985; Norvell et al., 1987). As previously discussed, 
training in social problem solving skills has been demonstrated to be effective in 
managing psychological distress, and it is likely that it will be equally effective in 
managing burnout-related distress and impairment among mental health professionals. 
Thus, incorporating a social problem solving component into professional training 
workshops may help to increase a mental health professional’s overall sense of personal 
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achievement and positive perception toward their current work, while decreasing the risks 
of developing burnout and burnout-related distress. Specifically, training in the use of a 
problem-solving based approach to case formulation may help mental health 
professionals foster more effective problem-solving and decision-making in response to 
clinical dilemmas as well as to occupational stressors, which may in turn positively affect 
professional competence.  
4.3. Study Limitations 
 There are a number of limitations in this study, and they should be carefully 
considered when interpreting the results of this study. The primary study limitation 
relates to sample size and having sufficient power to correctly detect a true effect. 
Despite attempts to anticipate the return rate and study participation to achieve a 
sufficient sample size, the sample size for this study fell short by about 12% of what was 
estimated in order to detect a small to medium effect size with an 80% probability at a 
95% confidence level when conducting multiple regression analyses for this study. This 
decrease in power may partially explain the lack of significant findings on social problem 
solving’s ability to predict the emotional exhaustion and depersonalization dimensions of 
burnout, as well as its ability to function as a meaningful moderator of occupational stress 
on burnout. Additionally, because demographic, professional, and life factors were 
thought to have significant relationships with burnout as suggested by some of the 
previous studies, this study had proposed that these factors would be treated as potentially 
confounding variables when evaluating the research variables of interest.  The inclusion 
of a rather large number of potentially confounding variables into the regression 
equations, despite their lack of significant effects on the dimensions of burnout, also 
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placed additional constraints on having sufficient power to detect significant effects 
between the research variables of interest. Furthermore, the large number of statistical 
analyses that were performed raises concerns regarding inflated experimentwise error 
rates and increasing the risk of committing type I errors. 
Additional limitations pertain to certain aspects of the study design. The current 
study involved the voluntary participation of anonymous mail surveys that employed 
self-report measures. Due to the voluntary nature of this study, some degree of self-
selection was expected, which raises the concern that the nature of the sample might be 
biased in some way. It is possible that mental health professionals who were experiencing 
the most occupational stress and burnout were more likely to not respond to the study, 
while those who participated were likely to be less stressed and less burnt-out on their 
jobs. As such, the current findings might be underestimating the amount of occupational 
stress and burnout being experienced by the majority of the mental health professional 
working with HIV individuals. Additionally, self-report measures are inherently limited 
in that social desirability bias in reporting may lead to minimization of negative 
experiences and symptoms related to burnout (e.g., occupational stress, emotional 
exhaustion, depersonalization), while inflating positive aspects of the self (e.g., personal 
accomplishment, effective social problem solving ability).   
Due to the cross-sectional and correlational nature of this study, no causal or 
directional conclusions can be made. Although it was conceptualized that high 
occupational stress and low social problem solving ability likely contribute to the 
development of burnout, it is equally likely that mental health professionals with a higher 
degree of burnout are more prone to experiencing higher levels of occupational stress and 
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less effective social problem solving. Furthermore, although the directional relationship 
suggesting that ineffective social problem solving likely plays a role in causing 
psychological distress has been supported in past literature (Nezu & Ronan, 1985, 1988), 
this has not been demonstrated with respect to the burnout syndrome.   
Another limitation concerns the use of a heterogeneous sample of mental health 
professionals in this study. It is uncertain how much the current results can be generalized 
to specific groups of mental health professionals who are involved in HIV/AIDS care, as 
different mental health professions will have some degree of variability in job 
responsibilities and in the levels of interaction with HIV patients. The decision to use a 
heterogeneous sample of mental health professionals for this study was largely due to the 
difficulty in identifying a sufficient number of professionals in any one mental health 
professional group that would meet the study inclusion criteria. Additionally, it was 
thought that the use of a heterogeneous mental health professional sample would be more 
appropriate for norm comparisons given that the normative data provided by Maslach and 
Jackson (1981b) was collectively presented for a heterogeneous group of mental health 
professionals. As such, mental health professionals in various disciplines who were 
thought to meet the study inclusion criteria were recruited from four different sources 
(two national professional organizations and two local clinical/administrative agencies). 
Although participants came from a total of 15 states across the country, about 75% of the 
sample came from the Southern states, with the majority of them coming from the 
Maryland and Washington, D.C. areas. This is not surprising since the majority (70.6%) 
of the study participants came from the two local clinical agencies. Furthermore, the use 
of national professional organizations (i.e., NASW and SBM) as recruitment sources 
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might not have been an optimal way to identify HIV/AIDS mental health clinical 
providers, which may explain the observed discrepancy in study participation rates 
between the professionals from national organizations and those from local clinical 
agencies. Hence, the generalizability of the results will also be limited geographically as 
well as to the recruitment source.  
The variability in the proportion of time spent in HIV/AIDS-related clinical work 
or direct service in this study sample not only raises concerns regarding the 
generalizability of results, but whether the current findings may be appropriately applied 
to the area of HIV/AIDS care. Based on previous informal interviews with mental health 
professionals working with HIV/AIDS patients, HIV/AIDS patients typically make up 
only a portion of their overall caseloads due to caring for heterogeneous patient 
populations, unless these professionals were employed in HIV-specific health and mental 
health centers where their caseloads were comprised of only HIV patients. However, due 
to the difficulties in identifying a sufficient number of mental health professionals 
working with only HIV patients on a full-time basis, mental health professionals were 
included in the study if 20% of their overall work time was spent providing clinical or 
direct services to HIV patients. This percentage was arbitrarily selected to be one of the 
criteria for study inclusion, and it is a significant limitation of this study. Due to the large 
percentage of work time that might have been accounted for by other work activities or 
work with other patient populations, it is possible that these other work experiences might 
have influenced the degree of occupational stress and burnout that were experienced by 
the mental health professionals. As such, mental health professionals in this study might 
not have specifically focused on their work and experiences with HIV/AIDS when 
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completing the study survey, and the current results may not directly pertain to the 
experiences in working specifically with HIV/AIDS individuals.  
Lastly, as the burnout syndrome is thought to be an indicator of professional 
distress and impairment, it is likely that the burnout concept by itself does not provide a 
sufficient explanatory framework to understand the experience of mental health 
professionals in HIV/AIDS care. Measures of psychological distress (e.g., depressive and 
anxiety symptoms) and professional competence may be needed to give a more complete 
picture of professional impairment among mental health professionals in their work with 
HIV individuals. Furthermore, this study did not intend to suggest that social problem 
solving may be the predominant or preferred coping response pattern that moderates the 
relation between stress and burnout or burnout-related distress. Rather, it may be a more 
parsimonious way from which to conceptualize and evaluate some styles of coping 
responses. This study also did not intend to suggest that it is the predominant personal 
resource that should be considered when evaluating burnout. It is likely that social 
problem solving functions within a complex process with other psychosocial variables in 
both an interactive or conjunctive manner. As previously discussed, social support has 
more consistently demonstrated its ability to moderate burnout. However, the social 
support literature has often been criticized for lacking methodological clarity 
(Winemiller, Mitchell, Sutliff, & Cline, 1993), and the lack of standardized and 
consistent measurements make it difficult to conceptualize it and compare findings with 
other studies. The term “social support” is currently used to describe what appear to be 
many different aspects of a multidimensional construct, and a uniform comprehensive 
conceptual model of social support is not yet apparent (Winemiller et al., 1993). Since 
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this was a preliminary study in an effort to extend the applicability of the social problem 
model to better understand the occupational stress and burnout relationship, the potential 
effects of social support on burnout were not evaluated. Nevertheless, given the 
significant and consistent findings of social support as a moderator of burnout, the effects 
of social support should be routinely considered when evaluating the burnout syndrome.  
4.4. Suggestions for Future Research 
Future studies should consider minimizing the limitations as presented previously 
to improve the reliability, validity, and generalizability of research findings. Future 
studies should make efforts to include larger sample sizes (i.e., 100 and above) to achieve 
sufficient power for data analysis, while also controlling for the effects of 
experimentwise error (e.g., applying Bonferroni corrections). Since the effects of 
demographic and professional factors on burnout are generally inconsistent, inclusion of 
these factors should be carefully considered. Including a large number of variables with 
little practical significance would limit the overall power for data analysis, and require 
larger sample sizes than necessary.  
Future studies should also consider using homogeneous samples of mental health 
professionals, rather than heterogeneous samples, to yield more generalizable results and 
clearer interpretations. Studies may choose to compare whether different mental health 
disciplines react differently to occupational demands and/or employ different coping 
responses in attempting to deal with such stressors, and whether they significantly differ 
in their risks of experiencing the burnout syndrome.  
Employing repeated-measures and prospective study designs with the use of a 
combination of self-report and objective and/or collateral measures will likely provide a 
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better explanatory framework to understand the experience of burnout among mental 
health professionals. Future studies on coping and burnout should also routinely evaluate 
the effects of social support as this has been consistently demonstrated to be a significant 
moderator of burnout. In addition to measuring the three dimensions of the burnout, 
measuring professional competence as well as psychological distress and other 
consequences of burnout may better identify those mental health professionals who may 
be at risk of impairment.  
 To ensure that the research findings can be appropriately applied to HIV/AIDS 
care, future studies should consider recruiting only mental health professionals who work 
predominantly with HIV individuals. These mental health professionals may be best 
recruited from multidisciplinary primary care and infectious disease clinics located in 
areas where there are high HIV incidence and prevalent rates, since they will likely treat a 
proportionately higher number of HIV patients. Future studies may also consider 
comparing the levels of occupational stress and burnout in mental health professionals 
who are predominantly involved in HIV/AIDS care versus those who are not to 
determine whether mental health professionals in HIV/AIDS care do indeed experience 
significantly greater work stressors, and have a higher risk of burnout and professional 
impairment.  
 Lastly, intervention studies on managing work stress, burnout, and burnout-
related distress are needed. One of the goals of this study was to evaluate the impact of 
social problem solving ability on burnout, as this may have future treatment and training 
implications. Although social problem solving ability was not found to be a significant 
moderator of occupational stress on burnout in this study, as previously discussed, it is 
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believed that the moderating effects of social problem solving ability may be observed 
when considering burnout-related distress. If future studies find social problem solving to 
be a significant moderator of burnout-related distress, it may support the use of social 
problem solving in intervention studies. Problem Solving Therapy (PST) has been 
demonstrated to be an effective intervention in the treatment of psychological distress 
(Nezu et al., 1989). Future intervention studies on burnout may consider evaluating the 
effectiveness of social problem solving training in reducing burnout-related 
psychological distress and impairment in mental health professionals, including those 
involved in HIV/AIDS care. Furthermore, program evaluation studies examining mental 
health professionals’ use of a problem-solving based approach to case formulation in an 
attempt to effectively deal with occupational demands and/or clinical dilemmas may be 
conducted as a way to assess professional competence, service delivery, and quality of 
care.   
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5. SUMMARY AND CONCLUSIONS 
The experience of stress and burnout in the workplace has long been an area of 
concern and research interest. Burnout has been found to be related to low work 
performance and productivity, job dissatisfaction, lower quality of life, and decreased 
professional well-being. As such, it has been viewed as an important indicator of 
professional impairment and quality of care among health and mental health 
professionals. Mental health professionals are particularly vulnerable to experiencing 
occupational stress and burnout due to the very nature of their work in emotionally 
demanding environments, and those who work predominantly with HIV/AIDS 
individuals are believed to have increased risks of burnout due to the professional 
challenges and additional demands unique to this disease. Therefore, identification of 
factors that can potentially contribute to the prevention and/or alleviation of the burnout 
experience will be important toward maintaining professional competence and well-
being, job satisfaction and productivity, and optimal quality of care and service delivery.   
The purpose of this study was to explore the relationships between occupational 
stress, social problem solving ability, and burnout in a heterogeneous group of mental 
health professionals working with HIV/AIDS individuals. This study also examined 
whether social problem solving ability, as a multi-faceted coping response pattern, serves 
as an effective moderator of the occupational stress and burnout relationship. Mental 
health professionals who reported higher levels of occupational stress also reported a 
higher degree of emotional exhaustion and depersonalization in their work involving 
HIV/AIDS individuals, even after controlling for the effects of demographic, 
professional, and negative life stress factors. Mental health professionals who utilized 
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less effective problem solving also reported a higher degree of emotional exhaustion and 
depersonalization, and a lower sense of personal accomplishment. When the effects of 
demographic, professional, negative life stress, and occupational stress factors were taken 
into account, social problem solving ability still predicted personal accomplishment, but 
this was not observed for emotional exhaustion or depersonalization. Lastly, social 
problem solving ability did not moderate the relationship between occupational stress and 
burnout, suggesting that more effective problem solving may not buffer against the 
experience of burnout under higher levels of occupational stress. However, there may be 
some benefits to using an impulsive/carelessness style in coping with occupational 
stressors such that mental health professionals who respond more quickly to various work 
demands may lead to lower emotional exhaustion in the short term. 
 Collectively, these results suggest that evaluating mental health professionals’ 
social problem solving ability and occupational stress may allow for better identification 
of those who may be at risk of burnout. Particularly interesting is the association between 
effective social problem solving ability and increased sense of personal accomplishment, 
as it pertains to positive self-evaluation and self-efficacy, and may lead to greater job 
satisfaction and psychological resiliency among mental health professionals. As such, the 
current findings have implications for education and professional training. Incorporating 
a social problem solving component into these training programs, with the goal of 
increasing one’s sense of personal accomplishment, may help to maintain or improve 
mental health provider well-being and effectiveness when working with HIV/AIDS 
individuals. There were a number of limitations in this study, and they should be 
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carefully considered when interpreting the results. Efforts to improve study designs in 
future research may yield more generalizable results with practical significance.  
Presently, there are only a handful of studies that have examined problem solving 
in relation to burnout, and even less with regard to individuals in the mental health 
professions. This is the first study to examine the moderating role of social problem 
solving in burnout, as well as the first study to examine social problem solving in relation 
to burnout among mental health professionals involved in HIV/AIDS care. Although 
there is a limited amount of empirical research concerning these issues, there appears to 
be an increased interest in this area as demonstrated by recent dissertation studies. The 
need to better understand the burnout phenomenon in mental health professionals 
continues, especially for those involved in HIV/AIDS care.  
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APPENDIX A: TABLES 
 
 
 
Table 1. Descriptive Summary of Participant Demographic and Professional Information 
  (N = 78) 
 
 
     
Variable Percentage M SD Range   
     
1. Recruitment Source     
         MDAA 46.2% — — ― 
         NASW 16.7% — — ― 
         SBM 12.8% — — ― 
         WWC 24.4% — — ― 
2. Age     
         26 to 35 15.4% — — ― 
         36 to 45 21.8% — — ― 
         46 to 55 38.5% — — ― 
         56 to 65 21.8% — — ― 
         66 to 70 2.6% — — ― 
3. Sex     
         Male 32.1% — — ― 
         Female 67.9% — — ― 
4. Race/Ethnicity     
         Caucasian 74.4% — — ― 
         Black/African American 16.7% — — ― 
         Asian/Pacific Islander 5.1% — — ― 
         Hispanic 2.6% — — ― 
         Other 1.3% — — ― 
5. Marital/Relationship Status     
         Single 33.3% — — ― 
         Married 39.7% — — ― 
         Divorced 9.0% — — ― 
         Cohabitating 17.9% — — ― 
6. Education     
         Doctorate 21.8% — — ― 
         Medical 3.8% — — ― 
         Master 50.0% — — ― 
         Bachelor 16.7% — — ― 
         Associate 6.4% — — ― 
         High School/GED 1.3% — — ― 
7. Occupation     
         Psychologist 17.9% — — ― 
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Table 1 (continued)     
     
Variable Percentage M SD Range   
     
         Psychiatrist 3.8% — — ― 
         Therapist/Counselor 25.6% — — ― 
         Social Worker 25.6% — — ― 
         Case Manager 25.6% — — ― 
         Other 1.3% — — ― 
8. Annual Salary     
         $25,000 to $50,000 38.5% — — ― 
         $50,000 to $75,000 43.6% — — ― 
         $75,000 to $100,000 6.4% — — ― 
         > $100,000 11.5% — — ― 
9. Primary Work Setting     
         Inpatient 3.8% — — ― 
         Outpatient 87.2% — — ― 
         Both 9.0% — — ― 
10. State of Practice     
         Midwest States 2.6% — — ― 
         Northeast States 14.2% — — ― 
         Southern States 75.6% — — ― 
         Western States 7.7% — — ― 
11. Supervisor Support     
         Never 14.1% — — ― 
         Seldom 19.2% — — ― 
         Sometimes 30.8% — — ― 
         Often 21.8% — — ― 
         Always 14.1% — — ― 
12. Co-Worker Support     
         Never 1.3% — — ― 
         Seldom 10.3% — — ― 
         Sometimes 23.1% — — ― 
         Often 37.2% — — ― 
         Always 28.2% — — ― 
13. Work Hours per Week — 41.54 60.4 35 to 70 
         Total Clinical Hours — 25.70 10.13 9 to 60 
         HIV Clinical Hours — 18.83 9.67 7 to 40 
14. Total Clinical Caseload — 48.99 65.02 5 to 400 
         HIV+ caseload (total) — 34.63 47.82 4 to 300 
         AIDS caseload — 15.74 21.64 0 to 100 
         HIV/AIDS & Substance             
            Abuse/Dependence caseload 
— 19.55 39.34 0 to 300 
15. Total Clinical Experience (yrs) — 16.47 10.06 1 to 45 
         HIV Clinical Experience (yrs) — 9.92 6.31 1 to 25 
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Table 1 (continued)     
     
Variable Percentage M SD Range   
     
16. Negative Life Stress (NLS)a — 5.18 4.52 0 to 23 
      — (2.33)b (0.87)b (1 to 4.90)b
     
Note. MDAA = Maryland AIDS Administration. NASW = National Association of 
Social Worker. SBM = Society of Behavioral Medicine. WWC = Whitman-Walker 
Clinic. 
aThe NLS variable was positively skewed and underwent a square root transformation in 
order to meet the assumptions for parametric analysis. bValues enclosed in parentheses 
represent the descriptive measurements for the transformed NLS scores.  
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Table 2. Intercorrelations between Independent Variables of Interest and  
  Corresponding Interaction Terms (Pre- and Post-Centered) 
 
 
 
Interaction Terms MHPSS SPS  PPO    NPO    RPS   ICS      AS 
 
Pre-Centered Variables 
        
MHPSS x SPS .93*** -.02 — — — — — 
MHPSS x PPO .90*** — .50*** — — — — 
MHPSS x NPO .92*** — — .69*** — — — 
MHPSS x RPS .78*** — — — .43*** — — 
MHPSS x ICS .82*** — — — — .64*** — 
MHPSS x AS .89*** — — — — — .61*** 
        
 
Post-Centered Variables 
        
MHPSS x SPS -.31** .18 — — — — — 
MHPSS x PPO .24* — <.01 — — — — 
MHPSS x NPO .41*** — — .07 — — — 
MHPSS x RPS -.14 — — — .11 — — 
MHPSS x ICS .09 — — — — .22 — 
MHPSS x AS .16 — — — — — -.02 
        
Note. MHPSS = Total Occupational Stress (Mental Health Professional Stress Scale 
total score). SPS = General Social Problem Solving Ability (SPSI-R:S total score). 
PPO = Positive Problem Orientation. NPO = Negative Problem Orientation. RPS = 
Rational Problem Solving Style. ICS = Impulsivity/Carelessness Style. AS = 
Avoidance Style.   
*p < .05. **p < .01. ***p < .001. 
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Table 3. Descriptive Summary of Independent and Dependent Variables under  
  Investigation 
 
 
 
Variable M      SD    Range   
    
1. Total Occupational Stress (MHPSS) 37.04 19.42 2 to 87 
       Workload (MHPSS-wkl) 7.10 5.04 0 to 18 
       Client-Related Difficulties (MHPSS-crd) 6.22 3.67 0 to 15 
       Organization Structure and Processes      
          (MHPSS-osp) 
6.59 5.19 0 to 18 
       Relationships and Conflicts with Other    
          Professionals (MHPSS-rcp)a 
4.47 
(2.21)b 
3.50 
(0.78)b 
0 to 16 
(1 to 4.12)b 
       Lack of Resources (MHPSS-lor)a 4.96 
(2.31)b 
3.84 
(0.80)b 
0 to 17 
(1 to 4.24)b 
       Professional Self-Doubt (MHPSS-psd)a 3.83 
(2.07)b 
3.21 
(0.74)b 
0 to 13 
(1 to 3.74)b 
       Home-Work Conflict (MHPSS-hwc)a 3.73 
(2.05)b 
3.06 
(0.72)b 
0 to 14 
(1 to 3.87)b 
              
2. General Social Problem Solving Ability (SPS) 14.90 2.20 9.2 to 19.2 
       Positive Problem Orientation (PPO)a 13.78 
(2.60)b 
3.56 
(0.68)b 
1 to 20 
(1 to 4.47)b 
       Negative Problem Orientation (NPO)a  4.62 
(2.26)b 
3.27 
(0.72)b 
0 to 15 
(1 to 4.00)b 
       Rational Problem Solving Style (RPS) 12.40 3.77 5 to 20 
       Impulsivity/Carelessness Style (ICS)a  3.32 
(1.97)b 
2.87 
(0.67)b 
0 to 13 
(1 to 3.74)b 
       Avoidance Style (AS)a  3.73 
(2.09)b 
2.62 
(0.61)b 
0 to 10 
(1 to 3.32)b 
             
3. Emotional Exhaustion (MBI-EE) 18.51 9.98 1 to 44 
4. Depersonalization (MBI-D)a 4.63 
(2.22)b 
4.06 
(0.84)b 
0 to 20 
(1 to 4.58)b 
5. Personal Accomplishment (MBI-PA)a 39.36 
(2.93)b 
6.15 
(1.04)b 
25 to 48 
(1 to 4.90)b 
    
Note. MHPSS = Mental Health Professional Stress Scale. MHPSS subscales = 
MHPSS-wkl, MHPSS-crd, MHPSS-osp, MHPSS-rcp, MHPSS-lor, MHPSS-psd, 
MHPSS-hwc. Social Problem Solving dimensions = PPO, NPO, RPS, ICS, AS. 
aThese variables (MHPSS-rcp, MHPSS-lor, MHPSS-psd, MHPSS-hwc, PPO, NPO, 
ICS, AS, MBI-D, MBI-PA) have been transformed to adjust for skewness in order to 
meet the assumptions for parametric analysis. bValues enclosed in parentheses 
represent the descriptive measurements for corresponding transformed variables. 
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Table 4. Intercorrelations between Continuous-Scaled Potentially Confounding  
  Variables, Occupational Stress, Social Problem Solving Ability, and Burnout 
 
 
 
Variable 1 2 3 4 
     
Potentially Confounding Variables     
1. HIV Clinical Hours 1 — — — 
2. HIV Caseload .30** 1 — — 
3. HIV Clinical Experience  -.05 -.01 1 — 
4. NLS -.01 -.03 -.10 1 
Occupational Stress     
5. MHPSS .13 .04 .06 .21 
Social Problem Solving Ability     
6. SPS -.06 .02 -.04 -.15 
7. PPOa .02a .05a .05a .12a 
8. NPO <.01 -.12 - <.01 .24* 
9. RPS .06 -.12 -.16 -.07 
10. ICS .08 -.09 -.11 -.10 
11. AS .05 -.10 - <.01 .08 
Burnout     
12. MBI-EE .16 .04 -.07 .31** 
13. MBI-D .07 -.08 -.04 .11 
14. MBI-PAa .18a -.08a -.09a .06a 
     
Note. NLS = Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total 
score). SPS = General Problem Solving Ability (SPSI-R:S total score). PPO = Positive 
Problem Orientation. NPO = Negative Problem Orientation. RPS = Rational Problem 
Solving Style. ICS = Impulsivity/Carelessness Style. AS = Avoidance Style. MBI-EE = 
Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = Personal 
Accomplishment.  
aThese variables (PPO, MBI-PA) were reflected prior to taking a square root 
transformation in order to adjust for their negative skewness. The correct direction of 
association for the correlation coefficients between these transformed variables with 
other variables should be interpreted as the opposite of what is reported (e.g., r = .12 
indicates a negative correlation).  
*p < .05. **p < .01.  
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Table 5. Relationships between Nominal-Scaled Potentially Confounding  
  Variables and Burnout 
 
 
 
Variable R R2 Adj R2 F 
     
MBI-EE 
     
Sex .094 .009 -.004 F(1,76) = .67 
Age .228 .052 <.001 F(4,73) = 1.00 
Race .130 .017 -.037 F(4,73) = .32 
Marital/Relationship Status .155 .024 -.015 F(3,74) = .61 
Education .217 .047 -.019 F(5,72) = .71 
Recruitment Source .139 .019 -.020 F(3,74) = .49 
Annual Salary .249 .062 .024 F(3,74) = 1.62 
Primary Work Setting .041 .002 -.025 F(2,75) = .06 
     
     
MBI-D 
     
Sex .051 .003 -.011 F(1,76) =.20 
Age .228 .052 <.001 F(4,73) = 1.00 
Race .151 .023 -.031 F(4,73) = .42 
Marital/Relationship Status .224 .050 .012 F(3,74) = 1.30 
Education .206 .043 -.024 F(5,72) = .64 
Recruitment Source .182 .033 -.006 F(3,74) = .85 
Annual Salary .162 .026 -.013 F(3,74) = .66 
Primary Work Setting .163 .026 <.001 F(2,75) = 1.02 
     
     
MBI-PA 
     
Sex .152 .023 .010 F(1,76) = 1.83 
Age .197 .039 -.014 F(4,73) = .73 
Race .376 .141 .094 F(4,73) = 3.00* 
Marital/Relationship Status .115 .013 -.027 F(3,74) = .33 
Education .337 .114 .052 F(5,72) = 1.85 
Recruitment Source .326 .106 .070 F(3,74) = 2.93* 
Annual Salary .355 .126 .091 F(3,74) = 3.56* 
Primary Work Setting .273 .075 .050 F(2,75) = 3.02 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment.  
*p < .05. 
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Table 6. Intercorrelations between Occupational Stress, Social Problem Solving Ability, 
 and Burnout 
 
 
  
Variable 1 2a 3ab 4 5ab 6a 7 8a 9a 
          
Burnout          
1. MBI-EE 1 — — — — — — — — 
2. MBI-Da .53*** 1 — — — — — — — 
3. MBI-PAab .16 .17 1 — — — — — — 
Social Problem 
Solving Ability 
 
4. SPS -.33** -.36*** -.40*** 1 — — — — — 
5. PPOab .13 .16 .20c -.70*** 1 — — — — 
6. NPOa .48*** .46*** .45*** -.67*** .25* 1 — — — 
7. RPS -.02 -.15 -.14 .70*** -.68*** -.19 1 — — 
8. ICSa .19 .25* .30** -.55*** .01 .38*** -.09 1 — 
9. ASa .27* .26* .14 -.68*** .25* .49*** -.26* .49*** 1 
Occupational 
Stress 
         
10. MHPSS .70*** .41*** .13 -.33** .13 .42*** -.13 .16 .27* 
11. MHPSS-wkl .58*** .24* .02 -.19 .08 .27* -.13 .10 .07 
12. MHPSS-crd .50*** .33** .10 -.37*** .16 .42*** -.19 .15 .33** 
13. MHPSS-osp .53*** .15 .05 -.10 .03 .18 .07 .10 .14 
14. MHPSS-rcpa .45*** .38*** .15 -.16 .13 .19 -.15 -.03 .03 
15. MHPSS-lora .45*** .26* .18 -.11 .04 .22 .05 .09 .14 
16. MHPSS-psda .39*** .46*** .17 -.47*** .24* .46*** -.27* .19 .47*** 
17. MHPSS-hwca .39*** .28* -.04 -.19 .02 .26* -.07 .15 .21 
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Table 6 (continued) 
 
Variable 10 11 12 13 14a 15a 16a 17a  
          
Occupational Stress 
10. MHPSS 1 — — — — — — —  
11. MHPSS-wkl .74*** 1 — — — — — —  
12. MHPSS-crd .72*** .49*** 1 — — — — —  
13. MHPSS-osp .68*** .30** .23* 1 — — — —  
14. MHPSS-rcpa .70*** .32** .54*** .47*** 1 — — —  
15. MHPSS-lora .78*** .53*** .36*** .65*** .52*** 1 — —  
16. MHPSS-psda .61*** .19 .56*** .33** .44*** .36*** 1 —  
17. MHPSS-hwca .58*** .61*** .50*** .10 .23* .27* .30** 1  
          
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. SPS = General Social Problem Solving Ability (SPSI-R:S 
total score). PPO = Positive Problem Orientation. NPO = Negative Problem Orientation. 
RPS = Rational Problem Solving Style. ICS = Impulsivity/Carelessness Style. AS = 
Avoidance Style. MHPSS = Total Occupational Stress (MHPSS total score). MHPSS-
wkl = Workload. MHPSS-crd = Client-Related Difficulties. MHPSS-osp = Organization 
Structure and Processes. MHPSS-rcp = Relationships and Conflicts with Other 
Professionals. MHPSS-lor = Lack of Resources. MHPSS-psd = Professional Self-Doubt. 
MHPSS-hwc = Home-Work Conflict. 
aThese variables (MHPSS-rcp, MHPSS-lor, MHPSS-psd, MHPSS-hwc, PPO, NPO, ICS, 
AS, MBI-D, MBI-PA) have been transformed to adjust for skewness in order to meet the 
assumptions for parametric analysis. bMBI-PA and PPO were transformed by reflection 
prior to taking a square root transformation in order to adjust for their negative skewness. 
The correct direction of association for the correlation coefficients for these two variables 
with other variables should be interpreted as the opposite of what is reported (e.g.,  
r = -.40 indicates a positive correlation). cBecause the MBI-PA and PPO were both 
transformed by reflection prior to taking a square root transformation, the correct 
direction of association for the correlation coefficient between these two variables is as 
reported (i.e., r = .20 indicates a positive correlation). To confirm the correct direction of 
association between the variables presented here, readers may refer to Table 5 for the 
intercorrelations between untransformed variables.  
*p < .05. **p < .01. ***p < .001. 
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Table 7. Intercorrelations between Occupational Stress, Social Problem Solving Ability, 
 and Burnout (untransformed variables) 
 
 
  
Variable 1 2 3 4 5 6 7 8 9 
          
Burnout          
1. MBI-EE 1 — — — — — — — — 
2. MBI-D .52*** 1 — — — — — — — 
3. MBI-PA -.14 -.19 1 — — — — — — 
Social Problem 
Solving Ability 
 
4. SPS -.33** -.34** .43*** 1 — — — — — 
5. PPO -.17 -.16 .22 .71*** 1 — — — — 
6. NPO .47*** .40*** -.53*** -.71*** -.28* 1 — — — 
7. RPS -.02 -.14 .17 .71*** .68*** -.21 1 — — 
8. ICS .23* .23* -.38*** -.57*** -.04 .47*** -.09 1 — 
9. AS .27* .25* -.18 -.70*** -.27* .52*** -.26* .52*** 1 
Occupational 
Stress 
         
10. MHPSS .70*** .39*** -.13 -.33** -.13 .43*** -.13 .19 .26* 
11. MHPSS-wkl .58*** .22 -.01 -.19 -.08 .27* -.13 .11 .05 
12. MHPSS-crd .50*** .31** -.10 -.37*** -.15 .43*** -.19 .19 .32** 
13. MHPSS-osp .53*** .14 -.06 -.10 -.03 .20 .07 .10 .14 
14. MHPSS-rcp .47*** .36*** -.14 -.19 -.16 .23* -.17 .02 .02 
15. MHPSS-lor .46*** .24* -.18 -.13 -.04 .27* .05 .08 .13 
16. MHPSS-psd .38*** .43*** -.21 -.49*** -.24* .48*** -.28* .23* .47*** 
17. MHPSS-hwc .39*** .29* .04 -.21 -.02 .27* -.11 .13 .22* 
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Table 7 (continued) 
 
Variable 10 11 12 13 14 15 16 17  
          
Occupational Stress 
10. MHPSS 1 — — — — — — —  
11. MHPSS-wkl .74*** 1 — — — — — —  
12. MHPSS-crd .72*** .49*** 1 — — — — —  
13. MHPSS-osp .68*** .30** .23* 1 — — — —  
14. MHPSS-rcp .70*** .31** .53*** .47*** 1 — — —  
15. MHPSS-lor .79*** .55*** .35** .63*** .50*** 1 — —  
16. MHPSS-psd .61*** .18 .56*** .33** .43*** .35** 1 —  
17. MHPSS-hwc .58*** .62*** .51*** .10 .16 .30** .30** 1  
          
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. SPS = General Social Problem Solving Ability (SPSI-R:S 
total score). PPO = Positive Problem Orientation. NPO = Negative Problem Orientation. 
RPS = Rational Problem Solving Style. ICS = Impulsivity/Carelessness Style. AS = 
Avoidance Style. MHPSS = Total Occupational Stress (MHPSS total score). MHPSS-
wkl = Workload. MHPSS-crd = Client-Related Difficulties. MHPSS-osp = Organization 
Structure and Processes. MHPSS-rcp = Relationships and Conflicts with Other 
Professionals. MHPSS-lor = Lack of Resources. MHPSS-psd = Professional Self-Doubt. 
MHPSS-hwc = Home-Work Conflict. 
*p < .05. **p < .01. ***p < .001. 
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Table 8. Summary of Hierarchical Regression Analyses for Occupational Stress and 
  General Social Problem Solving Ability in the Prediction of Burnout  
  (N = 78) 
 
 
   
  Dimensions of Burnout 
     
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .125 .227 -.070 .594 .158b .194 
        
3 MHPSS .735*** <.001 .421** .005 -.072b .582 
        
4 SPS -.099 .338 -.225 .095 -.468b*** <.001 
        
5 MHPSS x SPS .091 .411 .045 .754 -.085b .514 
        
 R2 .711 .524 .602 
     
 Adjusted R2 .506 .186 .319 
     
 F(32,45) 3.467*** 1.548 2.125** 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables. NLS = 
Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total score). 
SPS = General Social Problem Solving Ability (SPSI-R:S total score).  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe MBI-PA was 
reflected prior to taking a square root transformation. The correct direction of 
association for the regression coefficients for MBI-PA is the opposite of what is 
reported (e.g., β = -.468 indicates a positive association). 
**p < .01. ***p < .001. 
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Table 9. Summary of Hierarchical Regression Analyses for Occupational Stress and  
  Positive Problem Orientation in the Prediction of Burnout (N = 78) 
 
 
   
  Dimensions of Burnout 
        
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .144 .181 -.074 .589 .184b .197 
        
3 MHPSS .717*** <.001 .451** .002 .038b .795 
        
4 PPOb .033b .739  .176b .171 .138c .298 
        
5 MHPSS x PPO .035 .730 .010 .939 .117b .384 
        
 R2 .704 .515 .481 
     
 Adjusted R2 .493 .169 .112 
     
 F(32,45) 3.342*** 1.491 1.305 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables. NLS = 
Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total score). 
PPO = Positive Problem Orientation.  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe PPO and 
MBI-PA variables were reflected prior to taking a square root transformation.  The 
correct direction of association for the correlation coefficients for these two 
variables with other variables should be interpreted as the opposite of what is 
reported (e.g., β = .184 indicates a negative association). cBecause the PPO and 
MBI-PA were both transformed by reflection prior to taking a square root 
transformation, the correct direction of association for the correlation coefficient 
between these two variables is what is reported (i.e., β = .138 indicates a positive 
association). 
**p < .01. ***p < .001. 
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Table 10. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Negative Problem Orientation in the Prediction of Burnout (N = 78) 
 
 
        
  Dimensions of Burnout 
        
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .123 .240 -.093 .486 .072b .527 
        
3 MHPSS .695*** <.001 .393* .017 -.193b .160 
        
4 NPO .112 .343 .257 .091 .647b*** <.001 
        
5 MHPSS x NPO -.021 .859 -.066 .664 .046b .719 
        
 R2 .708 .527 .656 
     
 Adjusted R2 .501 .191 .411 
     
 F(32,45) 3.416*** 1.568 2.680*** 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables.  
NLS = Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total 
score). NPO = Negative Problem Orientation.  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe MBI-PA was 
reflected prior to taking a square root transformation. The correct direction of 
association for the regression coefficients for MBI-PA is the opposite of what is 
reported (e.g., β = .647 indicates a negative association). 
*p < .05. ***p < .001. 
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Table 11. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Rational Problem Solving Style in the Prediction of Burnout (N = 78)
 
 
   
  Dimensions of Burnout 
        
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .143 .170 -.055 .682 .170b .210 
        
3 MHPSS .737*** <.001 .457*** <.001 .058b .672 
        
4 RPS .031 .759 -.128 .322 -.237b .072 
        
5 MHPSS x RPS .042 .690 .019 .891 -.073b .596 
        
 R2 .704 .504 .501 
     
 Adjusted R2 .494 .152 .145 
     
 F(32,45) 3.345*** 1.430 1.409 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables.  
NLS = Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total 
score). RPS = Rational Problem Solving Style.  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe MBI-PA was 
reflected prior to taking a square root transformation. The correct direction of 
association for the regression coefficients for MBI-PA is the opposite of what is 
reported (e.g., β = -.237 indicates a positive association). 
***p < .001. 
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Table 12. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Impulsivity/Carelessness Style in the Prediction of Burnout (N = 78) 
 
 
   
  Dimensions of Burnout 
        
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .112 .278 -.034 .809 .261b .053 
        
3 MHPSS .750*** <.001 .453** .002 .023b .862 
        
4 ICS .133 .155 .175 .167 .376b** .003 
        
5 MHPSS x ICS -.219* .039 -.077 .583 -.004b .974 
        
 R2 .735 .515 .559 
     
 Adjusted R2 .547 .171 .246 
     
 F(32,45) 3.903*** 1.495 1.786* 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables. NLS = 
Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total score).  
ICS = Impulsivity/Carelessness Style.  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe MBI-PA was 
reflected prior to taking a square root transformation. The correct direction of 
association for the regression coefficients for MBI-PA is the opposite of what is 
reported (e.g., β = .376 indicates a negative association). 
*p < .05. **p < .01. ***p < .001. 
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Table 13. Summary of Hierarchical Regression Analyses for Occupational Stress  
 and Avoidance Style in the Prediction of Burnout (N = 78) 
 
 
   
  Dimensions of Burnout 
  
  MBI-EE 
 
MBI-D 
 
MBI-PAb 
 
Step Variables    β p β p β p 
        
1 DPVa — — — — — — 
        
2 NLS .152 .149 -.057 .677 .177b .197 
        
3 MHPSS .726*** <.001 .455** .003 -.002b .987 
        
4 AS .035 .757 .032 .829 .266b .080 
        
5 MHPSS x AS -.060 .595 .060 .688 .188b .206 
        
 R2 .706 .495 .500 
     
 Adjusted R2 .496 .136 .144 
     
 F(32,45) 3.369*** 1.379 1.406 
     
Note. MBI-EE = Emotional Exhaustion. MBI-D = Depersonalization. MBI-PA = 
Personal Accomplishment. DPV = Demographic and Professional Variables. NLS = 
Negative Life Stress. MHPSS = Total Occupational Stress (MHPSS total score).  
AS = Avoidance Style.  
aThe β values were not reported for DPV. DPV as a group did not account for a 
significant amount of variance in any of the burnout dimensions. bThe MBI-PA was 
reflected prior to taking a square root transformation. The correct direction of 
association for the regression coefficients for MBI-PA is the opposite of what is 
reported (e.g., β = .266 indicates a negative association). 
**p < .01. ***p < .001. 
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APPENDIX B: FIGURES 
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Figure 1. Regression lines depicting emotional exhaustion scores (MBI-EE) as a function 
of the interaction between occupational stress (MHPSS total score) and 
impulsivity/carelessness style (ICS).  
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